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The various “eczematoid’” dermatoses which begin 
on the hands and remain limited primarily to the hands 
and lower part of the arms constitute about 10 per cent 
of the cutaneous disturbances seen in private practice 
or a dermatologic clinic. These dermatoses as a group 
have been discussed and classified by Chipman,’ 
Andrews and Barnes,’ Ayres and Anderson,’ Wise 
and Wolf,* Davidson and Birt ® and Stokes, Lee and 
Johnson.® Single types of dermatoses belonging to 
this group have been investigated and frequently dis- 
cussed. [Engman,’ Fordyce * and Sutton described 
infectious eczematoid dermatitis. Pollitzer '° discussed 
a condition which he called “recurrent eczematoid affec- 
tion of the hands” and differentiated this condition from 
nummular eczema. Mitchell emphasized the role 
plaved by streptococci in producing dermatoses of the 
hands. Williams '* considered the relationship between 
hand dermatoses (ids) and active fungous infections of 
the feet. Darber*® described a pustular dermatosis 
which he called pustular psoriasis. Andrews and 
Machacek '' also described a pustular dermatosis but 
associated this disturbance with a bacterial infection 
of some organ other than the skin and called the 
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cutaneous disturbance pustular bacterid. Jordan, Dolce 
and Osborne discussed housewives’ eczema. Gold- 
man '* made an interesting study of autonomic nervous 
system reactions in cheiropompholyx. Epstein 
reported on the direct fungous infections of the hands. 
Gross '* used vitamin A in the treatment of nummular 
eczema. Hopkins and Burky '* have discussed auto- 
sensitization as a causal factor in chronic eczemas of 
the hands. 

In spite of this extensive investigation no agreement 
now exists as to nomenclature, etiology or therapy of 
these “eezematoid” dermatoses. Is it not true that a 
patient will have a dermatosis of the hands which will be 
called contact dermatitis of unknown etiology by one 
dermatologist and dermatomycosis by another, or 
cheiropompholy x by one and dermatophytid by another ? 
The clinical appearances of nummular eczema—a good 
descriptive term—and infectious eczematoid dermatitis 
are not easily distinguished. The terms pustular 
psoriasis and pustular bacterid may apply to the same 
clinical entity, but both terminologies are still used by 
the dermatologists. Only for specific acquired hyper- 
sensitivity and dermatomycosis has the etiology posi- 
tively been established. A good response to one type 
of therapy may be obtained by one dermatologist while 
ihe same therapy fails when used by another. 

Three years ago it was decided to study this group 
of patients. Since that time we have examined 475 
patients, nearly all new patients and constituting about 
Y per cent of the total new patients of the clinic. They 
included practically all of the new patients with 
“eezematoid” dermatoses of the hands admitted to this 
clinic. Three hundred and ten of these cases have been 
seen on three or more occasions. 

This study differs from previous investigations in the 
following wavs: All of the data reported here were 
obtained specifically for this study, i. e. no recorded 
data taken previous to the start of the work are included. 
ach patient was seen on each visit by one of us 
(1. H. B.) and by one of the other authors. In over 
9O per cent of the cases the original therapy consisted 
only of boric acid soaks, a soapless regimen and a mild 
soothing ointment, such as boric acid ointment. or 
Lassar’s paste. 

We began this study with a distinct appreciation of 
the difficulty in making a definite diagnosis and deter- 
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mining the etiology in these cases. We realized the 
confusion existing over terms. The overemphasis on 
fungous etiology during the past two decades was 
recognized, but we expected to find cases in which a 
fungus was the causal agent. We expected to find 
specific acquired hypersensitivities or occupational 
dermatoses and patients for whom the use of soap was 
the major causal factor. The clinical observations and 
laboratory findings which have been obtained and which 
are being presented have supported none of these etio- 
logic concepts or primary causes and have led us to 
search for other causal factors. We have returned to a 
school of thought which began nearly fifty years ago, 
led by Unna,?? namely the importance of bacterial 
invasion as a causal factor in many of the “eczematoid”’ 


Name: No: Date: 
Sex: Age: Complexion: Occupation: 
Duration: 


Seasonal veriaticns: 
Description: Dorsal, palmar, lateral, confluent, patchy, vesicular, itch 
What causes a relapse? 
Do any ingestants cause a relapse? 
kedicine by mouth? 
De any contactants cause a relapse? 
Vocational: 
Other contactants? 
Effects of external temperature: 
Effect of catamenia: 
Effect of emotional up-set: 
Previous Theraoy: 
mproved: 
No change: 
Worser 


Soap History: 


Allergic History: 

Any marked dietary deficiency? 
Rpidermophytosie of the feet (now): (ever): 
Bviience of Peoriasis on other areas: 

Bvidence of "wasomotor-type" extremities: 
Evidence of keratosis on other parte of the body: 
Evidence of foci of infection: 

Endrocrine history: 

Emotional stability: 

Tirst diagnosis: 

Beginning therapy: 


Fig. 1.—Questionnaire. 


dermatoses. It is our opinion now that many of the 
cutaneous disturbances of the hands which are being 
called dermatomycosis, dermatophytid, contact derma- 
titis, housewives’ eczema, dermatitis due to soap, neuro- 
dermite, nummular eczema or bacterid should be more 
correctly called infectious eczematoid dermatitis. 


DATA FROM THE PATIENTS’ HISTORIES 
On the patient's first visit to the clinic a complete 
history of his cutaneous disturbance was taken which 
followed the questionnaire shown in figure 1. With this 
questionnaire it was hoped to learn the patient’s own 
impressions about his eruption. Unfortunately in many 
of the long-standing cases these impressions were 
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appreciably colored by statements made by friends, 
druggists or previously consulted physicians. Never- 
theless the data thus obtained are of interest. 

Of the 475 patients 329 were females and 146 males. 
The age distribution is shown in table I. Two hundred 
and thirty-nine of the patients had had an intermittent 
eruption for longer than one year. One patient reported 
having had an eruption most of the time during the 
past forty years. Among those who had had a derma- 
titis for more than one year, 94 patients thought their 
dermatitis was worse during cold months, 45 worse 
during the warm months and 92 said that they had 
observed no seasonal difference. 

With regard to occupation there has been some 
selection by the admitting office of the clinic, which 
interviewed the patient before he was examined by a 
doctor. If there is some evidence that the dermatitis 
is of occupational origin and therefore compensable, the 
patient is not admitted to the clinic. Over half of our 
patients had frequent contact with water and an alkaline 
substance, usually soap. This group is shown in 
table 2. 

CLINICAL APPEARANCE 

There has been a great variation in the type, arrange- 
ment, distribution and extent of the lesions seen in 
these patients. Some of them showed a minimum of 
involvement with a few scattered vesicles on the lateral 
aspects of one or more fingers; others showed a gen- 
eralized, erythematous, papulovesicular eruption cover- 
ing almost the entire area of both hands and at times 
extending onto the forearms. Some patients came to 
the clinic during the early acute phase of their eruption, 
others only after the acute phase had subsided and a 
dry, scaly, fissured eruption remained. If the patient 
is in the latter phase and has lesions primarily on the 
palms or on the knuckles, it is difficult to distinguish 
an “eczematoid” dermatitis from psoriasis. 

The most frequent site for the beginning of the erup- 
tion seems to be the lateral and dorsal aspects of the 
fingers. It may be unilateral or bilateral. It usuall 
starts as a patchy eruption and may or may not become 
confluent and diffuse. One of the first sympton.s ts 
pruritus. There is usually a peripheral extension of 
the patches, with a tendency toward a concentration ot 
the vesicles at the edges of the lesions. Rupture of the 
vesicles results in serous exudation and the formation 
of crusts. Pustules are infrequently seen. There may 
be a tendency for the center of the lesion to clear, but, 
with an exacerbation, vesicles again appear in the center. 
The lesions often extend onto the palmar aspects of the 
fingers and onto the thenar and hypothenar eminences 
and flexor surfaces of the wrists. When the lesions 
appear on the palms, the vesicles seem deeper and 
thicker walled and there is a tendency toward “under- 
mining” at the edges of the lesions. 

An erythematous, vesicular dermatitis which has been 
diffuse trom the onset and which covers the entire 
dorsa of both hands and extends onto the dorsal and 
flexor surfaces of the wrists is less frequently seen. 
An eruption characterized by deep, single, thick-walled 
vesicles diffusely scattered over the palms is rarely seen. 

Almost all the patients who had had a dermatosis for 
longer than a few days reported alternate relapses and 
remissions, a relapse often occurring before a previous 
eruption had entirely cleared. There was no definite 
periodicity in many of the patients, except perhaps in 
some of the females who reported relapses coincident 
with the menses. Sometimes relapses would occur 
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every few days; at a later time the same patient might 
report having had a remission lasting several weeks 
or months. 

Relatively severe pruritus is a complaint of many 
of these patients. The clinical picture is frequently 
distorted because of pronounced excoriations. Scratch- 
ing is probably an important form of minor trauma 
which helps to keep the infection active. 


LABORATORY DATA 

Microscopic examination and culture on Sabouraud’s 
medium of scales from hand lesions were made on all 
patients during the early months of the study. When 
no pathogenic, filamentous fungus was found in the first 
135 cases, we became discouraged and did not continue 
routine culture of hand lesions on all patients. Through- 
out the entire study cultures were taken in selected 
cases when the presence of a filamentous fungus was 
suspected by one of us. In only 1 case was a pathogenic 
fungus found by microscopic and cultural examination 
of the hand lesions. If we had made a thorough search 
for filamentous fungi on the hands of every patient 
at various stages of his disease, more of these patients 
might have been shown to have dermatomycosis, but 
we believe that it is a rare disease of the hands. 

Reports have shown that dermatophytes can _fre- 
quently be cultured from superficial scales or macerated 
skin between the toes even when there are no subjective 
symptoms. We believe that extensive hand lesions are 
seldom “id” reactions secondary to such minor primary 
fungous infection of the feet. Consequently fungus 
studies were made only on those patients who gave a 
history of periodic exacerbations of foot lesions which 
seemed to bear some relationship to the hand lesions. 
The presence of an active fungous infection of the feet 
was confirmed in only a few instances. There were 
undoubtedly more active fungous infections of the feet 
among these 475 patients than were found by cultural 
study. They were missed by not making a more inten- 
sive fungus search of all cases. Only 88 patients when 
asked about “athlete's foot” said that they had had such 
a condition in the past’but had none now; 33 patients 
said they were having their first “attack of athlete's 
foot” at the time of their first visit; 35 patients said 
they had active lesions when seen in our clinic and had 
had similar lesions in the past. 

During recent months about 100 of these hand lesions 
have been cultured on plain beef extract agar and blood 
agar. The lesions were sponged with 70 per cent 
alcohol, allowed to dry, crusts or tops of vesicles were 
removed with sterile forceps (pustules were avoided) 
and the serous exudate was transferred to the agar 
slants with sterile, dry swabs. A large percentage of 
these lesions showed an abundant growth of pure culture 
Staphylococcus aureus, a finding which will be discussed 
at greater length in a later section of this paper. 

Patch tests were made primarily to learn more about 
the reaction of the patients’ skin to soap. For this 
purpose the pure fatty acids commonly found in soaps 
and the sodium salts of these fatty acids were used. We 
attempted to patch test as many of the patients as would 
return to the clinic for this purpose, but undoubtedly 
the importance of the tests was stressed for those 
patients in whom the history seemed to indicate some 
relationship between the use of soap and the dermatitis. 
Thus, this is not an entirely unselected group of patients 
but is weighted in favor of those who might be expected 
to have soap irritable skin. 
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In general the results of these patch tests confirm 
earlier statements by Lane and Blank *' that soap rarely 
produces a specific acquired hypersensitivity. We feel 
that although the patch test was originally intended only 
as a test for specific acquired hypersensitivity the results 
of tests on 2 individuals to a series of fatty acids and 
soaps may give some indication of the relative soap 
irritability of these 2 individuals. We plan to present 
this point of view with the detailed results of the patch 
tests in a later paper. Suffice it to say at this time that - 
among 215 patients tested 117 seemed not to have soap 
irritable skins; 58 appeared to have skins which would 
be irritated if considerable soap was used; only 29 
would have been irritated by small amounts of soap. 
The results were indefinite in 11 patients. 


PATHOGENESIS 
An analysis of the data obtained from the patients’ 
histories and laboratory studies does not support many 
of the diagnoses which are most frequently made for 
these various ‘“‘eczematoid” lesions of the hands. In an 
attempt to clarify the confusion existing as to etiology 


TABLE 1—<Age Distribution of All Patients 


Age, Years Number 


TaBLeE 2.—Occupation of Patients Who Were Frequently in 
Contact with Water and an Alkaline Substance 


Occupation Number 
Housewives, domesties, 207 
Waitresses, soda fountain clerks, bartenders....... Is 


and diagnosis, the following hypothesis is offered as an 
explanation of the pathogenesis of a large proportion 
of these dermatoses. Before going into the details of 
this hypothesis we wish to comment on three diagnoses 
which are frequently offered for this group of cases. 

A large percentage of the patients who had consulted 
a physician before coming to our clinic reported that 
they had been told that their cutaneous disturbance was 
the “same as athlete’s foot.” Recent reports in the 
dermatologic literature and our cultural data and clinical 
impressions indicate, however, that dermatomycosis of 
the hands is rare. Also in a relatively small percentage 
of the cases could we get any satisfactory history of a 
definite relationship between lesions on the feet and 
lesions on the hands, and seldom could we demonstrate 
a fungus in the foot lesions. We believe, therefore, that 
only a few of the eruptions on the hands are direct 
fungous infections of the hand or “id” reactions to 
fungous infections of the feet. 

Over half of the patients fall into a group in which 
the hands are in frequent contact with water and soap 
or water and some other alkali. It seems logical to us 
to assume that if an aqueous solution which comes in 


21. Lane, C. G., and Blank, I. H.: Cutaneous Detergents, J. A. M. A, 
118: 804-817 (March 7) 1942, 
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contact with the entire hand causes a dermatitis the 
lesions would be generalized over the entire area with 
which the solution comes in contact, with the possible 
exception of the palms, which have a much thicker 
epidermis. Contact with such solutions probably does 
not cause a patchy dermatitis of the dorsal surface. In 
over 390 patients, or 80 per cent of this group, a history 
was given of the dermatitis being definitely patchy at 
the oftset and in many instances it remained patchy. 
The data from the soap patch tests tend to confirm the 
impression that sgap is not the primary causal factor in 
many of these. It is probable, however, that soap may 
be an important complicating factor, as will be discussed 
in more detail later. 

There can be no doubt that a dermatitis limited 
primarily to the hands may be caused by a_ specific 
acquired hypersensitivity. This is frequently seen in 
certain occupations. The aforementioned selection of 
the patients has eliminated most of these cases from this 
series. It is our opinion, however, that a dermatitis 
of the hands is often erroneously called a_ specific 
acquired hypersensitivity even after a careful search 
for the causative agent has failed to find one. These 
dermatoses are too often diagnosed as “contact derma- 
titis of unknown etiology.” When no allergen can be 
found after careful search it is possible that these 
dermatoses are not specific acquired hypersensitivities 
but that they are caused by some factor other than an 
external contactant. 

Thus, it is our opinion that direct invasion of the 
hands or feet by a filamentous fungus, the use of soap 
and water, and contact with a specific allergen are less 
frequent causes of this type of eruption of the hands at 
the time the patients present themselves to the physician 
than is now generally supposed. What other causes 
nay be considered for such dermatoses ? 

Various other factors of interest were found in a 
study of these patients. Many of them gave a history 
of frequently having “cold, clammy” hands. For many 
the excitement of a visit to the doctor is sufficient to 
cause their hands to become cold and moist. Some have 
noticed that their eruption recurs when they are under 
an emotional strain. Many women have observed 
relapses at the time of menstruation, either just before 
or during this period. It is common for housewives 
to report frequent relapses when they use excess soap 
and water, especially during cold weather. Some 
relapses occur coincident with an active infection in 
some other body organ or tissue. 

Our cultural inv estigations have shown an abundance 
of Staphylococcus aureus in many of these lesions, often 
when no pustules are evident. There is no reason to 
believe at this time that this organism is different from 
the staphylococcus found among the resident flora of the 
normal unbroken skin, though no thorough bacteriologic 
study has yet been made of the organisms which have 
been isolated. Cultures from the lesions show the 
staphylococcus to be present in much greater numbers 
than 1s the case when cultures are made from the normal 
skin. Also the cultures frequently seem to be a single 
type of organism; cultures from normal skin as a rule 
show numerous types of micro-organisms. 

Thus, we have observed in these patients various 
factors, such as vasomotor instability and relapses with 
menses or with the use of excessive amounts of soap 
and water, which have led other investigators to refer 
to these cutaneous disturbances as different diseases— 
neurodernute, endocrine imbalance, soap dermatitis, 
bacterid. We have also observed that Staphylococcus 
aureus is frequently present in large numbers in these 
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lesions. Instead of considering these various factors 
and the presence of the bacteria entirely unrelated, we 
believe them to be related and to be multiple causal 
factors of a single disease entity. 

We believe that the explanation of these cases lies 
in the interaction of these several factors. There may 
develop first an eruption of the hands from any of a 
number of causes; it may be a true contact dermatitis, 
dermatomycosis, dermatophytid or other dermatosis ; the 
skin may suffer mechanical or thermal trauma. Any 
one of these entaneous disturbances, together with one 
or more of the following factors—excessive use of soap 
and water, vasomotor instability, trauma, menstruation, 
hot or cold weather, the presence of an infection in some 
other organ or tissue-—alters the relationship between 
the host and the normal resident flora of the patient’s 
skin. These micro-organisms of the resident flora, 
probably of low virulence, invade the skin. Subse- 
quently a sensitization to some bacterial decomposition 
product may or may not develop. From this point the 
eruption progresses primarily because of the invasion 


of the bacteria and, even if the causal agent of the’ 


original cutaneous disturbance is withdrawn, the erup- 
tion persists and perhaps extends or even changes its 
character. It may become a chronic affair, recurring 
either because of an original initiating factor or because 
of bacterial invasion resulting from the alteration in the 
host micro-organism relationship and aided by any one 
factor or combination of the aforementioned factors— 
soap and water, vasomotor instability, trauma, men- 
struation, hot or cold weather and focus of infection. 
This hypothesis is shown diagrammatically in figure 2. 

We believe that the term infectious eczematoid 
dermatitis applies to this group better than any other 
term. The name infectious eczematoid dermatitis sug- 
gested by Engman* has been selected because it is the 
only one of all the names given to the ‘“eczematoid” 
dermatoses of the hands which implies a_ bacterial 
invasion of the skin. Our concept of the etiology does 
not differ appreciably from Engtnan’s original concept 
except that we believe not only that the disease is a 
distinct entity developing after infection or infected 
trauma but that it frequently develops secondarily to 
some other eruption. 

In the foregoing discussion of the pathogenesis of the 
eczematoid dermatoses of the hands, no claim is made 
that we are presenting a new concept. Stokes, Lee and 
Johnson ® have implied similar etiology for their ‘“con- 
tact-infective and infective-allergenic dermatitis.” Hop- 
kins and Burkey’ have described a similar etiology 
without reference to possible preexisting dermatoses. 

The clinical appearance of the dermatoses seen during 
our study has varied a great deal and many eruptions 
have been called infectious eczematoid dermatitis by us 
which would not, in all probability, be classified as such 
according to the present day concept of the disease. 
Ikngman,’ however, originally described a wide variety 
of lesions. He said: 

1. The initial and earliest lesion may be a vesicle, pustule, 
erythematous, scaly or crusted point or plaque. 

2. The vesicles are not so closely placed and are larger than 
those seen in an acute symmetrical vesicular eczema. 

3. There is no symmetry of arrangement of the lesions, except 
when thus accidentally inoculated. 

4. It occurs in patches, usually not involving a large area 
of suriace in a single patch. When the disease begins as 
vesicles, they soon break to form a scaly patch which extends 
in the usual manner. New foci may begin as a cluster of 
vesicles. 
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5. The patches are circumscribed with sharply defined bor- 
ders. The epidermis at the periphery is usually undermined, 
split up, detached or raised; the two latter events being caused 
by perceptible or imperceptible serous or seropurulent fluid, 
which may,if it contains much fibrous material, instantly form 
a thin ridgelike crust about the periphery, while if in larger 
amounts and more fluid, drops of it can be pressed out from 
under the raised epidermis. 

6. The disease increases by peripheral extension of the patches 
and the formation of new ones by autoinoculation. 

7. The exposed parts are most frequently affected. 

8. There is no uttempt at central involution. 


This describes fairly well the large percentage ot the 
hand lesions which we have placed in this group. We 
feel that a somewhat greater variety of lesions niay be 
included. The lesions seen by us did not all have 
“sharply defined borders”; some of them showed quite 
indefinite scattered vesicles. The undermining of the 
periphery seemed to occur more frequently when the 
lesions were palmar than when they were dorsal. In 
some cases there was an “attempt at central involution.” 
It seems probable that there is a wide variation in the 
clinical appearance of the lesions because of variation 
in cutaneous characteristics, the varying immunity of the 
individual and differences in the virulence of the 
organism. The varying responses of the skin to infec- 
tions by Treponema pallidum and Mycobacterium tuber- 
culosis form a striking parallel to the varying responses 
of the skin to infections by staphylococci. With further 
study it is probable that this large group for which we 
have selected the term infectious eczematoid dermatitis 
can be subdivided into several types. 


DIAGNOSIS 

We do not wish to imply that the cutaneous distur- 
bances listed in figure 2 necessarily become infectious 
eczematoid dermatitis. They may remain uncomplicated 
by bacterial invasion, but in studying this series of cases 
we have been impressed by the large percentage of cases 
which fall in this infectious eczematoid dermatitis 
classification, Usually it is impossible to determine 
the original cause of the eruption. It is our opinion 
that seldom does the physician see the original cutaneous 
disturbance or have the opportunity of making a diag- 
nosis in the early stages of the eruption. In only 48 
of our 475 cases was the eruption of less than one 
month's duration when the patient made his first visit 
to the clinic. 

A sharp distinction must be drawn between infectious 
eczematoid dermatitis as here deseribed and a dermatitis 
with secondary infection. The accepted concept of a 
secondarily infected dermatitis is an infection of the 
underlying tissue with pustulation, edema and at times 
lymphangitis, lymphadenopathy and fever. The invasion 
of micro-organisms of low virulence in infectious 
eczematoid dermatitis is superficial and seldom causes 
pustulation, edema or fever. 

We have taken the liberty of suggesting an expansion 
of the concept of infectious eczematoid dermatitis, a 
term already widely used, rather than presenting an 
entirely new name for this group, since simplification 
of nomenclature is always desirable. There has been 
some discussion of dermatitis repens and acrodermatitis 
continua as the same disease, and it seems possible that 
these cases may be considered as a variety of infectious 
eczematoid dermatitis and explained on the same basis. 
The term nummular eczema as a disease should prob- 
ably be discontinued and used simply as a descriptive 
term. The diagnosis of pustular psoriasis and neuro- 
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dermite usually should be reserved for cases with other 
manifestations of these diseases. In the interest of 
simplification we suggest that cheiropompholyx and 
dyshidrosis should be replaced by pompholyx. We 
have made the following diagnoses in this group of 
cutaneous disturbances of the hands and have listed 
them in the approximate order of frequency of 
occurrence, 

1. Infectious eczematoid dermatitis. 

2. Contact dermatitis : 

(a) Nonspecific acquired hypersensitivity. 
(b) Specific acquired hypersensitivity. 

3. Dermatophytid. 
4. Bacterid. 
5. Psoriasis. 
6. Atopic dermatitis. 
7. Pompholyx. 

. Dietary insufficiency. 
9, Dermatomycosis. 

An example of nonspecific acquired hypersensitivity 


would be a dermatitis due to soap. Dermatophytid 
applies to those patients who have a proved active 
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Fig. 2.-Diagram of hypothesis. 


fungous infection on some area of skin other than the 
hands and whose hand lesions show a remission sub- 
sequent to a remission of the active fungous infection. 
Bacterid is similarly retained for patients with a known 
focus of infection but little or no direct bacterial invasion 
of the skin of the hands. Pompholyx implies deep, 
single, thick-walled, sago-grain vesicles uniformly scat- 
tered over hyperhidrotic palms, which often involute 
without desquamating. Pellagra is an example of 
dietary insufficiency. Dermatomycosis applies only to 
cases in which active infection of the hands by a 
filamentous fungus can be proved. 


THERAPY 

Many of the persons visiting our clinic for the first 
time present a superimposed dermatitis caused by self- 
chosen or druggist or physician recommended therapy. 
Most patients believe their dermatitis to be ‘‘athlete’s 
foot” and have applied strong, irritating fungicides. 
Many others have been told that soap and water is bad 
for their hands and have faithfully avoided all contact 
with water, including any type of therapy employing 
aqueous solutions (soaks or compresses). If these 
dermatoses are thought to be of contact origin, much 
time and effort are often wasted in an unsuccessful hunt 
for the contactant. 
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In over 90 per cent of our cases the initial therapy 
consisted of boric acid soaks or compresses during the 
acute phase and a mild lubricating oimtment such as 
horic acid ointment or Lassar’s paste during the dry, 
fissured, desquamating phase. Boric acid soaks have 
proved as efficacious as potassium permanganate or 
Burow's solution. soapless regimen was recom- 
mended whenever possible because it is felt that soap 
is an added irritant and that it predisposes to further 
hacterial invasion. The response to such therapy when 
conscientiously carried out by the patients is satisfactory 
ina large majority of the cases. It is not doubted that 
other similar mild antiseptic therapy will accomplish 
the same purpose. 

Such mild therapy does not prevent recurrences. 
According to our hypothesis there is a recurrence when 
the host-micro-organism relationship is so changed as 
to permit a reinvasion of the skin by the micro- 
organisms. This may occur if the immunity of the 
host is lowered or if the micro-organisms become more 
invasive. If the host has been sensitized by earlier 
therapy or as a result of a previous infection, the clinical 
course of the recurrence may differ from the course of 
a reinfection in a nonsensitized host. Prevention of a 
recurrence might be accomplished either by making the 
micro-organism less invasive or by increasing the 
resistance of the host. 

Attempts at alteration of the micro-organism by local 
application of various types of bactericides and bacteri- 
ostatic agents, including the sulfonamide drugs, have 
not been encouraging. 

Changes in the host have been attempted along several 
lines. Systemic administration of sulfonamide drugs 
and injections of staphylococcus toxoid have been occa- 
sionally satisfactory, though they often fail to prevent 
recurrences. Elimination of a focal infection occa- 
sionally proves helpful. Results from the alterations 
of vasomotor reactions by use of such vasodilators as 
nicotinic acid have not been encouraging up to now. 
No attempts at endocrine therapy have been made. We 
do not vet know a satisfactory method for preventing 
recurrences. 

Jacteriologic studies of the micro-organisms are con- 
tinuing. Further studies in the elimination of various 
factors which may predispose to bacterial invasion are 
in progress. Alteration of the host-micro-organism 
relationship seems to offer more promise for preventing 
recurrences than does any form of local therapy. 


SUMMARY 


1. Four hundred and seventy-five cases of “eczema- 
toid’ dermatoses of the hands have been surveyed in n the 
last three years. 


2. In very few of the cases was it possible to confirm 
the diagnosis of dermatomycosis, dermatophytid, contact 
dermatitis or soap dermatitis. 

3. A large number of these patients have shown 
recurrent attacks of a papular, vesicular and crusted 
eruption, limited primarily to the hands. 

4. The following hypothesis is presented as an 
explanation of the pathogenesis of the disease entity 
appearing in this group of patients: 

(a) There are various inciting factors. 

(b) There may be several complicating factors: 
excessive soap and water, vasomotor instability, trauma, 
menstruation, hot or cold weather or focus of infection. 


(c) There occurs an alteration of host-bacteria rela- 
tionship. 
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(d) There may be a superficial bacterial invasion of 
the skin, with or without sensitization. 


(ec) The inciting factor may be removed but the 
eruption may persist as infectious eczematoid derma- 
titis, a recurrent superficial invasion of the skin by 
bacteria of low virulence which relapses when the host- 
bacteria relationship is disturbed by one or more of the 
complicating factors. 


. In the acute phases, mild antiseptic soaks or com- 
vi sses and a soapless regimen have proved successful. 
416 Marlborough Street. 


ARSTRACT OF DISCUSSION 


Josepn V. Kiauper, Philadelphia: It is difficult to 
express the causation of eczema in the term of a single cause. 
We know that the reactivity of the skin is dependent on the 
interrelation of many causes resulting in a common picture— 
eczematization. In a general way the hypothesis presented con- 
stitutes the evolution of an eczematous dermatitis. There are 
certain phases of the authors’ hypothesis which I would like 
to discuss: Are their premises, from which it was concluded 
that infectious eczematous dermatitis was the most frequently 
encountered dermatitis of the hands, valid? How much signifi- 
cance is to be attached to the demonstration of Staphylococcus 
aureus’ Does the failure to demonstrate fungi in one examina- 
tion either by culture or by microscopic examination invalidate 
the diagnosis of dermatomycosis? No mention was made of 
mosaic fungi or of the intracutaneous test with trichophytin in 
the diagnosis of dermatomycosis. see more patients with 
what I conceive clinically to be dermatomycosis and eczema- 
tized tinea than infectious eczematous dermatitis. Should the 
finding of Staphylococcus aureus invalidate the clinical concept? 
Does not this revert back to my original statement of how 
interrelated and complicated is the cause of eczema? How is 
an eczematous dermatitis to be visualized, classified and taught 
to students: as eczematization or as clinical concepts of different 
phases in its evolution? 

Dr. Francis E. Senear, Chicago: Frequently Dr. Oliver 
and I see a patient who has been seen by one of our colleagues 
with a question as to whether or not it is an industrial derma- 
titis. In such instances it is usually a question as to whether 
it is contact dermatitis or eczematoid dermatitis. We are 
accustomed to call each other in without saying anything as to 
the question in the case. I find almost invariably that we agree 
with each other and do not agree with the man who previously 
saw the case. Now I wish that Dr. Lane had time to describe 
a little better just exactly the clinical characteristics of the 
picture which he has in mind as being explained on the basis 
of bacterial infection. I know that at the University of Illinois, 
I think perhaps as a legacy from Dr. Wile, we were for a long 
time accustomed to speak of many of these patients with a 
patchy type of dermatitis as having infectious eczematous derma- 
titis. I know that in another clinic in the city they were 
accustomed to speak of the condition as eczematoid dermatitis. 
Owing to the confusion with the Engman type of infectious 
eczematoid dermatitis, visitors in our clinic didn’t know what 
we were talking about, or I think rather felt that we didn’t 
know what we were talking about, in that we were not differen- 
tiating these from the Engman conception and as the term 
nummular eczema, though of long standing, became better recog- 
nized, we changed over to the use of that term. I feel, as does 
Dr. Lane, that in certain of these cases—in which the lesions 
are patchy, the patches are for the most part sharply circum- 
scribed, there is great variation in the size and depth and in 
the type of the primary lesion, there is peripheral extension, 
often with central involution, partial or complete, and occasion- 
ally a tendency to undermining of the scale at the periphery of 
the lesion—conditions are present which can be compared to 
those in other dermatoses which are accepted as being definitely 
due to some type of local infection. We have a question of 
employer liability constantly with us and, as Dr. Lane has 
pointed out, as we all know from constant clinical experience, 
many of these patients, even when they get away from contact 


V 12 
1945 


Votume 128 
NumsBer 14 


with the primary irritant, continue to have recurrent attacks of 
this type of sharply defined, patchy dermatitis. The constant 
occurrence of certain features in these cases of acrodermatitis, 
some of them only in the severe types—such things as the early 
and severe involvement of the nail, the changes in the finger tips 
to produce conical stumps, the radiating pain, the extreme resis- 
tance to treatment, the occasional occurrence of mucous mem- 
brane lesions—would make it improbable that that particular 
group should be included in this suggested increased conception 
of infectious eczematoid dermatitis. 

Dr. Grorce C. ANnprews, New York: The study by Dr. 
Lane and his associates coincides closely with one which Dr. 
Barnes and I made about two years ago that was reported 
before the Southern Medical Association, and published in the 
Southern Medical Journal in December 1941. We analyzed a 
series of 200 cases of recalcitrant pustular and vesicular erup- 
tions of the palms and soles. The only difference between their 
statistics and ours is that they took 500 consecutive cases 
whereas we took only those recalcitrant cases which we saw for 
as many as ten or more visits. We did not take the simple 
cases. We ended up by finding that in 36 per cent of our cases 
we could not find the cause, no matter how we studied them or 
what we did. In our series we found that only 25 per cent of 
these cases were positive for fungi on the feet. There were 
only 5 per cent with fungous infections of the hands. We found 
that about 8 per cent were what we considered bacterial infec- 
tions of the hands. I agree with Dr. Lane on the importance 
of nervousness and of various emotional strains in these con- 
ditions. Our feelings are like Dr. Lane’s concerning complica- 
tions. We often have cases which start as one thing and then 
develop a secondary bacterial infection or some other sensitiza- 
tion. The importance of cultures showing large amounts of 
hemolytic staphylococci is rightly stressed. I have found it best 
in some cases to give moderate doses of sulfadiazine. I usually 
give 2 Gm. a day tor four days. It is surprising how many will 
clear up completely of their trouble. Of course, some do not, 
but it certainly shows the importance of secondary bacterial 
infection in these conditions. I believe some of these patients 
develop a sensitization to our remedies, simple remedies, which 
lead to the persistence of the trouble, and that also must be 
considered. 

Dr. Liroyp W. Kerron, Baltimore: Every effort should be 
made to classify eruptions on the hands as manifestations of one 
of the common diseases before attempting to create a new 
dermatosis which limits itself to this particular portion of the 
body. Those of us who have practiced a great many years 
have frequently seen patients with dry er vesicular eruptions 
on the fingers and hands that were difficult to classify. Some 
of these patients later returned with eczematous eruptions on 
other portions of the body, such as seborrheic dermatitis, which 
would make one feel that perhaps the rash on the hands had 
been a manifestation of this disease. Some diseases do tend to 
limit their activities to certain parts of the body, but most of 
them may at times occur at almost any place; for example, such 
disorders as lupus erythematosus, which particularly involves 
the face, may at times affect the hands, and I am sure that if it 
should occur in this location alone, diagnosis would be quite 
difficult. 


CoMMANDER Marion B. (MC), U.S.N.R.: 
is easy to confuse different dermatologic entities with one 
another when they occur on the hands. This is probably because 
there is something about the site, and the trauma and expo- 
sures of the site, and the anatomic and physiologic relationships 
in that site which cause the different eruptions to resemble one 
another. Nevertheless, if one takes 100 cases, I believe that 
one can, with a fair amount of care and skill and experience, 
cull out some of them. When all the certain diagnoses have 
been established there always remains a large residual group of 
undiagnosed cases. And what are all these—these which we 
variously call eczematoid dermatitis or dermatophytid or dys- 
hidrosis or eczema? Most of those terms don’t mean anything 
to me. We do know that they are almost all made worse by 
certain things. The picture is one of a vesicular dermatitis or 
a vesiculopustular and papular dermatitis which is often chroni- 
cally recurrent and which is generally made worse by different 
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“trigger” factors, including physical factors (heat, cold, mois- 
ture), nervous and emotional upsets, the presence of distant foci 
of infection of the skin or elsewhere (particularly the tonsils), 
occasionally by certain foods or drugs; a dermatosis which is 
often irritated by local effects of agents from the outer world 
(soap-caustics and allergens, micro-organisms and the like). I 
would like to suggest consideration of the possibility of a virus, 
herpetic virus, which is notoriously activated by the mentioned 
trigger factors. This possibility should be strongly considered 
in relation to nummular eczema. In undiagnosed recurrent 
vesicular eruptions of the hands it might be fruitful to investi- 
gate carefully in the direction of possible herpetic infection. 
Perhaps the results would account for at least some of the 
cases. However, I am convinced that many of these cases are 
of composite etiology, in which there are many links to the 
chain of the causation; and for this reason sometimes cure can 
be effected and the chain can be broken by simply striking out 
one of the links of the chain of causes. 

Dr. C. Guy Lane, Boston: Perhaps we have not made much 
progress with the condition, but I do hope that by continually 
discussing it we shall progress and do something for persons 
who have this recurrent papular, vesicular and pustular derma- 
titis of the hands. These cases which we have been studying 
have probably been more or less unconsciously selected. For 
example, in our hospital anything which seems to be an occu- 
pational case is picked out at the admitting office and is referred 
to one ot the younger men on the staff, so that we rarely get 
them in the clinic unless they have been passed by the admitting 
ofhice. There has been an unconscious selection with regard to 
soap cases because Dr. Blank and I have been interested in 
these detergents and I think we have been more apt to lay dis- 
turbances to soap perhaps than is justifiable. There may be 
also an unconscious selection in regard to some of the fungous 
cases. Some of the acute contact dermatitis cases have undoubt- 
edly been assigned to other staff physicians rather than to some 
one of the four authors. There has been a great variation in 
clinical appearance. We have no way at the present time of 
standardizing the clinical picture of this group, but I believe 
that perhaps we can pick out certain types and classify them 
iater on. We can only suggest grouping them under some such 
heading as infectious eczematoid dermatitis and then perhaps 
later on divide them into several classes or types. I agree with 
Dr. Klauder that our diagnosis of fungous infections of the 
hands should be limited to those cases in which we have definite 
microscopic or cultural evidence. I think in that general the 
same thing is true with regard to the specific acquired hyper- 
sensitivity, namely, that we need to prove them. I agree with 
Dr. Andrews that at least in 30 per cent of our cases the cause 
was not known. We have suggested the hypothesis to explain 
some of these cases. There are undoubtedly more complicat- 
ing factors than were listed under the heading of complicating 
factors. We inserted in the chart those few items, but I believe 
that there are probably a large number of others which can 
act as the trigger mechanism in disturbing the host bacteria 
relationship. 


The Cornerstone of Modern Medicine.—The first man 
who really knew the human body in an exact and complete 
fashion was Andreas Vesalius. Truly the foundation of modern 
medicine was his great seven volume work “The Anatomy of 
the Human Body” (“De Humani Corporis Fabrica’), first pub- 
lished in 1543, the same year that greeted Copernicus’ “Revolu- 
tions of the Heavenly Bodies.” Vesalius was born in Brussels; 
studied—with dissatisfaction, as he relates in the introduction to 
“The Anatomy” given here—at Paris; became professor of 
anatomy at Padua, where he observed with his own eyes and 
dissected with his own hand, sometimes—tradition says—getting 
material by cutting down from their gibbets the hanged bodies 
of condemned criminals. The opposition of authorities, chiefly 
ecclesiastical, eventually drove him to Spain, where he served 
the Emperor Charles V, to whom “The Anatomy” is dedicated. 
—The Autobiography of Science, edited by Forest Ray Moulton 
and Justus J. Schifferes, New York, Doubleday, Doran & Co., 
Inc., 1945. 
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CARBON TETRACHLORIDE POISONING 


A PRELIMINARY REPORT ON THE USE OF 
METHIONINE HEPATITIS 


JAMES H. EDDY Jr, 
SHREVEPORT, LA. 


M.D. 


A recent experience with carbon tetrachloride gave 
me the opportunity to make use of methionine as a 
therapeutic aid. The value of this drug has been 
suggested by animal experiments reported by Gyorgy 
and by Miller and Whipple. The first clinical use 
was reported by Beattie and his associates,* who 
described its use in a case of carbon tetrachloride 
poisoning. This paper was discussed in an editorial * 
in THE JourNAL. I believe that this has been the 
first opportunity to treat a group of cases of acute 
hepatitis with methionine in this country. It is felt 
that in the first case death was very likely and that 
methionine should be considered as having been instru- 
mental in the recovery of the patient. 

Carbon tetrachloride has been well known as a toxic 
chemical for many years but there has been a tendency 
to treat its dangerous properties somewhat lightly. I 
believe that the occasional report of cases such as this 
are valuable in that they serve to remind us of the 
danger of some of our everyday chemicals. 

Carbon tetrachloride is capable of producing toxic 
results through skin absorption, through ingestion and 
by inhalation of the vapor. The mode of entrance of 
the drug appears to have little to do with the results 
produced except that the acute poisoning is almost 
alwavs due to ingestion or to the breathing of an 
atmosphere highly contaminated by the vapor. The 
patients who were the subject of this report were 
employed at an operation where rags were saturated 
with carbon tetrachloride and were wiped over a hot 
land mine. The mine was hot enough to vaporize the 
carbon tetrachloride immediately. There was not suffi- 
cient heat to produce phosgene. The operation moved 
fast so that a tremendous amount of the chemical was 
vaporized in a closed room having no mechanical ven- 
tilation. Unfortunately no exact measurement of the 
concentration of the vapor is available. It is known, 
lLowever, that the concentration of acetone under similar 
conditions was over 2,000 parts per million. This 
serves to give some indication of the exposure but is 
less than was present in the carbon tetrachloride. These 
people were exposed for from one to two hours. The 
highest concentrations permissible in workrooms are 
usually given as from 50 to 100 parts per million. A 
delayed fatal type of poisoning with death in from one 
to two weeks was described by Schutz* following a 
single inhalation of high concentrations. He mentioned 
the symptoms of nausea, headache, vomiting, fever, 
cramping, unconsciousness, cyanosis, jaundice, dyspnea 
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and coma, all of which were seen in 1 or more of these 
patients. 

In all of my cases there were early symptoms during 
the time of exposure, but none of these were very 
severe and all of the employees worked about six hours 
after the exposure. They all returned to their homes 
at the end of the shift. The early symptoms were 
described as a sense of drunkenness, as if too much 
alcohol had been ingested. There was a sense of 
faintness, dizziness, headache, nausea and vomiting, 
cough, and cramping pain in the abdomen; all the 
patients complained of a very unpleasant odor. Most 
of them went to the first aid station during the shift, 
where they took an alkali, and only 1 felt bad enough 
to lie down for an hour or two. All the patients went 
to the door after a short exposure, as they had a desire 
to “get some fresh air.” After they returned to their 
homes they began feeling much worse on the following 
day, and nausea and vomiting were the principal symp- 
toms. Visual disturbance as described by Wirtschafter ° 
was not found. There were some who had attacks 
of dizziness and weakness, and 2 patients said that 
they lost consciousness for short periods. One patient 
became much worse on the fourth day after exposure 
and was taken to a local hospital, where she died 
within a few hours. It was stated that she became 
dyspneic and died from respiratory embarrassment. 
She had a good urinary output during her illness, and 
a urinalysis done shortly before death showed no evi- 
dence of kidney damage. Autopsy was done but not 
all of the organs were examined. Unfortunately sec- 
tions of the kidney were not submitted to the patholo- 
gist. The liver was reported as being extremely large, 
but the weight was not given. [Examination of the 
sections was reported by Dr. W. R. Mathews of the 
Shreveport Charity Hospital as follows: 

The sections of the liver show almost total necrosis. The 
process is uniformly central, extending out from the central 
veins in a uniform fashion finally to involve all of the lobule 
except a thin zone of cells at the periphery. [ven the latter 
show severe degenerative change, characterized by vacuolation 
and increased granularity of the cytoplasm and pyknosis and 
karyolysis of the nuclei in many instances. In the central 
necrotic areas, involving most and occasionally all of every 
lobule, only the débris of necrotic liver cells, Kupffer’s cells, 
blood and the scaffolding element of the hepatic parenchyma 
remains. No evidence of regeneration of bile ducts or hepatic 
cells is present, nor is there any cellular inflammatory reaction. 
The occasional leukocyte noted in the necrotic areas is not 
more than would be expected to be present in the blood. The 
lymphocytic infiltration in the portal canals is not more than 
one sees routinely in sections of the liver and may be assumed 
to have been present prior to the onset of the acute necrosis. 


Another patient had the usual early symptoms but 
was well enough to return to work on the following 
day. She continued at work for about one week, after 
which she remained at home and was not seen by a 
physician until she developed a fatal pulmonary hemor- 
rhage at the end of fourteen days after exposure. Again 
the autopsy was only partial and was done after the 
body had been embalmed for four or five days. No 
petechiae were seen, and there was no jaundice. There 
were no pleural adhesions, and the cut section of the 
lung showed no gross cause for her fatal hemorrhage. 
I-xamination of the heart and aorta was not made. 


Wirtschafter, Z. T.: Toxic and Physio- 
logical Disturbances in Carbon Tetrachloride Intoxicatio J. Pub. 
Health 23: 1035 (Oct.) 1933. 
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The stomach contained no blood, and there was no gross 
change in the stomach or intestine. The liver was 
slightly enlarged and showed a mottled yellow surface. 
The sections were reported by Dr. Mathews as follows: 

Sections of the liver show diffuse central necrosis that 
involves from one third to a half or more of the lobule. Not 
infrequently the process in adjacent lobules meets, and occa- 
sionally a small area of liver cells shows complete encirclement 
of what appears chiefly to be collapsed stromal element. In 
such areas a few fibroblasts may be present, and the same 
holds true for an occasional central area; but this change 
certainly is not conspicuous. A fair number of lymphocytes 
and a few polymorphonuclear leukocytes are present in the 
necrotic area. Immediately surrounding the central veins a 
fairly thick zone of collagenous connective tissue is noted, 
which represents condensation of this element normally present 
rather than productive reaction. The hepatic cells remaining 
show pronounced degenerative change. The cytoplasm is vacuo- 
lated and granular and the nuclei stain poorly and frequently 
not at all. Colonies of bacteria, exciting no inflammatory 
reaction, are sparsely scattered throughout the section. There 
is no evidence of bile duct regeneration. 


The kidneys were enlarged but the weight was not 
given. The sections were described as follows: 

There is acute diffuse pyelonephritis characterized by small 
cortical abscesses, more or less focal acute cellular inflamma- 
tory reaction not yet developed to abscess stage, involving 
glomeruli, tubules and interstitial tissue; and accumulation of 
pus in dilated tubules which usually show atrophy or loss 
of lining cells. There is also diffuse congestion, interstitial 
edema and severe degenerative changes in the tubular epithe- 
lium. None of the sections available for study show the pelvic 
lining. Gram’s stain reveals small and large colonies of neg- 
ative bacilli, which apparently vary rather widely in size. Some 
are slender, resembling colon bacilli, while others are thick 
and attain considerable length or are short and plump. The 
presence of such colonies of bacteria in the midst of the 
abscesses and cellular inflammatory reaction is interpreted as 
evidence of etiologic significance. 


The findings indicate the expected change in the liver 
following carbon tetrachloride exposure. Whether or 
not this damage precipitated the infectious process in 
the kidney and what it had to do with the pulmonary 
hemorrhage is open to conjecture. It is known that 
a few months prior to her illness the patient was 
reported as having a loud blowing systolic murmur over 
the whole precordium. 

Six other patients were seen at this hospital. These 
had icterus indexes from 2.7 to 285 on admission. The 
most seriously ill patient had an icterus index that 
reached 344. She was extremely ill and her liver was 
felt four fingerbreadths below the umbilicus. The liver 
was soft and tender. She received 68 Gm. of methionine 
during her hospitalization, and it is believed that this 
was the most important factor in the outcome. All 
of these patients were given methionine as well as intra- 
venous glucose solution and were fed a high protein, 
high carbohydrate, low fat diet, which was given through 
an indwelling duodenal tube. A mixture of milk 
(3,000 cc.), powdered skimmed milk (180 Gm.), 
banana powder (150 Gm.), sugar (300 Gm.), cod liver 
oil (30 cc.) and brewers’ yeast (12 tablets) was sug- 
gested and was used. This was given in equally divided 
portions every two to three hours through a duodenal 
tube. After twenty-four hours of this mixture all of 
the patients developed a troublesome diarrhea. The 
mixture was stopped and paregoric relieved the diar- 
rhea. These patients demonstrated some evidence of 
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kidney damage and in case 2 the nonprotein nitrogen 
reached 377.8 mg. per hundred cubic centimeters. This 
patient had generalized edema, oliguria and convulsions, 
and her urinalysis revealed albumin, red cells and casts. 
Thirty days after exposure the nonprotein nitrogen 
had returned to 33 mg. per hundred cubic centimeters 
and there were no symptoms except poor vision in the 
right eye. Ophthalmic examination showed no retinal 
pathologic condition. The laboratory examinations in 
this group are summarized in the accompanying table. 
The histories of the 2 patients showing the typical pic- 
tures of kidney and liver involvement are summarized : 


REPORT OF CASES 

Case 1.—L. J., a Negro woman aged 38, was engaged in 
cleaning land mines on the night of Nov. 30, 1944, when 
carbon tetrachloride was introduced into the operation. The 
patient continued at her work for about one hour but stated 
that she began feeling dizzy and nauseated shortly after she 
began using the material. She went to the first aid station, 
where she was given an alkali, and she then returned to her 
work and completed the shift. She stayed at her home until 
December 5. During that time she was nauseated and vomited 
frequently. She stated that she frequently lost consciousness 
for short periods. There was also dizziness and headaches, 


Laboratory Examinations 


Hanger Urinary Urinary 
Ceph- White Red 
alin Blood Cells Cells 
Floceu-  Non- Uri- Uri- per per 
Case Ieterus lation protein nary nary’ H. P. .P. Uninery 
No. Index Test Nitrogen Bile Casts Field Field) Albumin 
2 16.6 3778 + 15:20 125-150 
3 84 0 0 0 0 0 
4 200.0 4++4+++ 133.6 0 12-15 8-10 +4 
5 S4 +++ 41.4 Trace 0 2-5 Oce. 0 
6 4.5 +++ 31.6 0 0 Ove. 0 0 


and later the patient became irrational. On December 5 she 
was seen by her family physician, who sent her to this hospital. 

On admission the patient was deeply jaundiced and extremely 
dehydrated. She vomited almost continuously, was alternately 
talking at random and comatose, and in general appeared to be 
at the point of death. Her mucous membranes were pale and 
quite yellow. The liver was felt four fingerbreadths below 
the umbilicus and was soft and tender. 

Treatment with intravenous glucose solution was begun imme- 
diately. An indwelling duodenal tube was passed and a diet 
having a high protein, high carbohydrate and low fat content 
was given by tube every few hours. Methionine in doses of 
2 Gm. was given every four hours. 

On admission the urinalysis showed a 3 plus test for albumin, 
a decreased urobilinogen, 4 plus bile and an occasional red 
and white cell but no casts. Examination of the peripheral 
blood showed 2,430,000 red cells, with 8 Gm. of hemoglobin. 
The total white cell count was 18,400, and the differential 
revealed 27 degenerated polymorphonuclears, 5 band cells, 58 
segmented polymorphonuclears, 5 lymphocytes, 1 eosinophil, 
1 basophil and 3 monocytes. Three normoblasts were seen 
per hundred white cells. There were moderate anisocytosis 
and slight diffuse polychromatophilia. The platelet count was 
236,000. The icterus index was 285.6. Two days later the 
icterus index reached 344.7. A Hanger cephalin flocculation 
test was 4 plus in twenty-four hours. 

The patient remained weak and complained of shortness of 
breath, a smothering sensation and a sense of tightness in 
the chest. This was believed to be due to her anemia, and 
a transfusion of whole blood was given. She continued to 
improve rapidly after that, and on December 9 her icterus~index 
was 117. By December 21, or sixteen days after admission 
to the hospital, the icterus index was 33. The size of the liver 
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decreased rapidly during the time she showed her clinical 
improvement, so that by the time she left the hospital on 
December 21 the liver edge could be felt about 1 cm. below the 
rib cage. Her urinary output was good during the course 
of her hospital stay, but on December 14 the nonprotein nitro- 
gen was 68.8 mg. per hundred cubic centimeters. This value 
returned to normal by the time of discharge. The urine showed 
many casts during hospitalization but returned to normal in 
the following weeks. On Jan. 16, 1945 the icterus index was 
11.3 and the patient was feeling quite well. It is interesting 
to note that the Hanger flocculation test returned to normal 
on this same date. 


What the picture holds for this woman is open to 
question. With the tremendous amount of damage that 
she must have had it is not too unlikely that a toxic 
cirrhosis may develop. 


Case 2—A Negro woman aged 30, obese, gave a history 
of early symptoms and working conditions parallel to that of 
case 1. She stated that she vomited every time she took food 
or drink. She saw her family doctor on Dec. 3, 1944, who 
advised rest and a diet. On December 5 she was brought to 
this hospital. She was quite dehydrated, and there was some 
edema of the eyelids. There was a yellow tinge to the scleras, 
and the liver edge was palpable about 3 cm. below the rib 
margin. Vomiting was almost continuous, and the patient 
complained of cramping abdominal pain. 

The Hanger cephalin flocculation test was 4 plus and the 
icterus index was 16.8 There were 3,910,000 red cells, with 
13.3 Gm. of hemoglobin. The white cell count was 10,200 and 
the differentral count was 75 polymorphonuclears, 20 lympho- 
cytes, 2 eosinophils, 2 basophils and 1 monocyte. There was 
slight anisocytosis and poikilocytosis but no polychromatophilia. 
The platelet count was 282,000. 

The treatment consisted of intravenous glucose, diet similar 
to case 1 and methionine. Early in her disease our supply 
of methionine was low and all of it was being given to patient 1. 
During that period Stearn’s amino acid preparation was given 
to the patient in 50 cc. doses every four hours. 

Vomiting and diarrhea were troublesome during the patient’s 
entire illness. The urinary output was scanty, but unfortu- 
nately her intake and output of fluids were not recorded. The 
edema of her face became more prominent and on her fourth 
hospital day she complained of more abdominal cramping, 
severe headache and persistent hiccup. The following day she 
had two convulsions and complained of headache and blurring 
of vision. She had an incontinence of urine and feces and the 
following day had two more convulsions. Treatment at this 
time consisted of intravenous hypertonic glucose and sedation. 
The blood pressure at this time was 160/106. The blood 
nonprotein nitrogen was 377.8 mg. per hundred cubic centi- 
meters and the urinalysis showed many red and white cells, casts 
and 4 plus albumin. Her urinary output increased following this 
episode and exceeded the intake for the next week. She felt 
better and her nonprotein nitrogen was 33.2 mg. per hundred 
cubic centimeters on Jan. 1, 1945. Her icterus index in the 
meantime had returned to 5.4. The patient has continued 
to improve and at present shows no evidence of her illness 
except some blurring of vision in the right eye. 


COMMENT 

There were no untoward reactions to methionine in 
this group, and the only indication we had for stopping 
the drug was recovery of the patients. 

The pronounced difference in susceptibility to carbon 
tetrachloride seen in this group is interesting, as all 
of the patients had about the same exposure. In this 
connection it should be pointed out that all of the 
patients were Negroes who lived in a rural community. 
These people are known to eat a protein deficient diet 
and one that is usually high in fats. Likewise the 
occasional case of fatal poisoning by a relatively 
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small amount of carbon tetrachloride is probably best 
explained on the basis of nutritional deficiency, par- 
ticularly of certain proteins. This is suggested by the 
case reported by Horrocks‘ of a Filipino boy aged 8 
years who was said to live on a diet consisting mainly 
of rice and who had a fatal termination after ingestion 
of only 0.431 cc. of carbon tetrachloride. 

The effect of certain proteins in preventing liver 
damage has been shown conclusively to depend on the 
presence of methionine or cystine. When cystine is 
present in the absence of methionine it is necessary 
that choline also be present in the diet. This has led 
Gyorgy ' to suggest that choline and cystine are neces- 
sary for the synthesis of a third substance which is 
possibly methionine. Cystine or choline alone was 
unable to prevent the development of hepatic damage 
in Gyorgy’s animals. Cystine without choline or methi- 
onine is said by Gyorgy to aggravate a cirrhosis, and 
the administration of large doses of cystine may in a 
short time produce liver necrosis and a cirrhosis of 
the Laennec type. 

Most of the reports concern the use cf these dietary 
factors in the prevention of liver damage and _ little 
thought has been given to their use as therapeutic aids 
once the damage has been done. Miller and Whipple * 
gave methionine to dogs after exposure to chloroform 
and found that they could be protected up to four 
hours after exposure. As noted by Gyorgy,' their 
experimental conditions were especially severe. 

It is possible also to theorize on the likelihood of 
a dietary factor influencing the production of the tubular 
necrosis of the kidney seen in these cases of carbon 
tetrachloride poisoning as well as that seen in the 
so-called hepatorenal syndrome of other diseases. 
Gyorgy ' mentions milder forms of necrotizing nephro- 
sis in combination with hepatic necrosis which were: 
produced simultaneously in animals by purely dietary 
means. This does not, however, help to explain why 
one person demonstrates the predominantly renal syn- 
drome and another shows the greatest pathologic change 
in the liver. 

The results in this small group of cases are at least 
suggestive of the clinical value of methionine in certain 
types of liver damage. We have also treated a rather 
large number of patients having trinitrotoluene hepatitis 
with methionine and are encouraged to find no fatalities 
in this group. One patient with epidemic hepatitis was 
given methionine, and it was felt that improvement 
began soon after administration of the drug. 

The United States Public Health Service® reports 
the use of methionine in protecting weanling rats main- 
tained on a protein deficient diet against otherwise 
severely intoxicating doses of dichloroethane. 

We believe that these clinical findings offer support 
to the experimental work concerning the importance 
of certain dietary factors in the prevention and treat- 
ment of liver damage. Much more detailed clinical 
work is necessary before the last word can be said 
about the value of methionine in liver disease. It is 
hoped that this work will prompt other clinicians to 
report their observations concerning methionine. 

_ Box 1162. 
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For many years prior to this war infectious hepatitis 
was considered to be a relatively infrequent and unim- 
portant disease. During the last four years, however, 
cases have been appearing in increasing numbers in 
both civilians * and military personnel in various parts 
of the world. This has afforded opportunity for the 
study of large groups of cases and has led to a reawak- 
ening of interest in the disease among both investigators 
and clinicians. 

Our own interest in this condition began in 1942 
when two of us (M. H. B. and R. B. C.) participated * 
in an official investigation of the so-called “postvaccinal” 
hepatitis at Fort Custer, Michigan. At that time an 
extensive clinical and laboratory study was carried out 
on over 2,000 individuals who were recipients of yellow 
fever vaccine, 700 of whom were hospitalized with 
jaundice. This experience subsequently proved most 
valuable when we were given the opportunity of observ- 
ing infectious hepatitis occurring in the Mediterranean 
theater. 

Beginning in February 1944 we conducted an organ- 
ized study of the disease as it occurred in our troops 
in the Mediterranean theater. From this work it has 
become apparent that many of our older concepts, espe- 
cially regarding diagnosis, duration and treatment, must 
be altered. In view of the increasing frequency of 
various forms of the disease in this country, both among 
civilians and among military personnel, it is pertinent 
at this time to present some of our findings. 


MATERIAL 

As a result of the foresight of the Surgeon's office. 
Mediterranean Theater of Operations, a broad program 
was instituted for the investigation of hepatitis. Obser- 
vations from all parts of the theater and on various 
aspects of the disease were correlated and integrated 
from a central office. This involved the cooperative 
efforts of many individuals, to whom much credit is 
due. As the nucleus of the program an intensive clinical 
and laboratory study of the problem was conducted by 
us in a group of hospitals located close to special labora- 
tory facilities. The present paper is based largely on 
data obtained from this source. 

One thousand one hundred and seventy-two unse- 
lected cases of hepatitis were personally examined and 
studied between February and November 1944. Four 
hundred and thirty-one of these were carefully followed 


The Surgeon’s office, Mtousa, offered the opportunity and supplied 
the facilities to carry on this work. The medical officers, nurses an 
other personnel made the investigation possible. 

towman, Knu The Epidemic Outlook in Europe, J. A. M. A. 
128: 185 (May 19) 1945. 
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throughout their course until discharged from the hos- 
pital either to duty or to the United States. These 
cases were selected only to the extent that their hospital 
stay coincided with the study period. 

Various control observations and special studies con- 
cerning specific aspects of the disease were carried 
out on other groups of cases totaling several thousand. 
In addition we were able to observe the disease as seen 
in different parts of the theater. This is of importance. 
since early cases tend to predominate in the forward 
areas whereas the chronic cases accumulate in the rear. 


METHODS 


The graduated exercise tolerance test consisted of a 
ten day program of increasing exercise beginning with 
a 1 mile hike on the first day and ending with a 4 mile 
hike, fifteen minutes of calisthenics and forty minutes 
ot volley ball on each of the last three days. Jogging 
was ordered frequently during hikes, and jumping types 
of calisthenics were stressed. For patients who had 
not been in bed, only the last three days of the foregoing 
routine were employed. Cases were examined daily 
in the morning before exercise in order to note the 
effects of the previous day’s activities. It is important 
to make the examinations at the same time of day, 
as the liver is usually larger in the afternoon than in 
the morning. If the liver becomes enlarged and tender 
the test is considered to be positive or abnormal. Where 
the liver is already enlarged, further increase in size 
may not occur but definite tenderness develops. An 
increase in symptoms and laboratory evidence of liver 
dysfunction is important and should be taken into con- 
sideration, but interpretation of the test as positive 
should not be made on this basis alone. 

Laboratory data presented in this paper were obtained 
under the supervision of one of us (F. W. A.), assuring 
uniformity. 

Sulfobromophthalein.—The 5 mg. per kilogram dose 
was employed. Dye retention of 3 per cent or more 
in one hour was considered abnormal. In addition, 
either a thirty or a forty-five minute sample was drawn 
for comparison. Visual readings were frequently 
checked photometrically. 

Acetone Icterus Index.—The value of this method * 
lies in the elimination of hemolysis as a confusing factor. 
The serum is extracted with equal parts of acetone 
and the latter read against the usual standards. [ight 
or more is definitely abnormal. 

Methylene Blue Urine Test4—This test was per- 
formed by adding 0.25 per cent aqueous solution of 
methylene blue chloride to 5 cc. of urine drop by drop, 
employing a medicine dropper delivering 19 to 21 drops 
per cubic centimeter. If a green color develops and 
persists after the addition of 3 drops but turns to blue 
after 4+ drops, the test is mildly positive. If the green 
persists after 4+ drops or more it is definitely positive. 
Unpublished data suggest that this is a sensitive test 
for bilirubin, although the mechanism is not yet entirely 
clear. Of 1,267 normal controls, 99.1 per cent gave 
normal results. In the only tests over 4 drops (4 cases ) 
jaundice developed in three days. 


3. Newburger, Robert A.: Determination of the Icteric Index by the 
Acetone Method, J. Lab. & Clin, Med. 22: 1192, 1937. 

4. Franke, K.: Methylenblau, ein einfaches sehr empfindliches Reagens 
zum Nachweis von Bilirubin, Med. Klin, 27:94, 1931, Myers, C. P.: 
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The cephalin cholesterol flocculation test was per- 
formed as described by Hanger.’ Bodansky’s ®* method 
was used for alkaline serum phosphatase. Standard 
methods were emploved for routine procedures. 


AND PATHOLOGY 


Havens, Paul and Van Rooyen‘ have recently sum- 
marized our knowledge concerning etiology. The dis- 
-ease is probably caused by a filtrable virus. Oral, 
subcutaneous and intravenous modes of transmission 
have been reasonably established. Transmission by 
droplet infection has not been clearly proved. Although 
an insect vector is a possibility, as yet none has been 
incriminated. It is probable that in the Mediterranean 
theater spread of the disease has been chiefly by the 
enteric route. Elsewhere, pooled plasma and serum 
and blood transfusions may play a more important role. 
Inadequately disinfected needles and syringes may also 
be a means of transmitting the disease. 

The pathologic picture as seen in fatal cases, in 
patients with hepatitis accidentally killed and in liver 
biopsies will be described elsew here by others. Suffice 
it to say that the essential lesion 1s involvement of the 
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Chart 1.—Schematic representation of the course of a typical case of 
acute hepatitis with jaundice. 


parenchymal cells of the liver, with an inflammatory 
cxudate in the periportal areas. Lymphadenopathy is 
usually present. 


CLINICAL PICTURE AND COURSE 

It is probable that infectious hepatitis, like many 
virus infections, should be looked on as a systemic 
disease with a predilection for the liver. Thus there 
is evidence from various sources, clinical, pathologic 
and roentgenologic, suggesting involvement of the lymph 
glands, the bowel and the pancreas. It is quite possible 
that under certain circumstances many of the symptoms 
ordinarily attributed to the liver, such as those arising 
in the gastrointestinal tract, may be the result of 
extrahepatic lesions. 

Infectious hepatitis as seen in the Mediterranean 
theater presents a sufficiently characteristic clinical pic- 
ture, except at the onset, so that the diagnosis can 
usually be established by the experienced observer on 
purely clinical grounds. The course and severity are, 
however, _ quite variable. In the typical case there is 
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a prodromal period of acute symptoms, without jaundice 
and without enlargement of the liver. This is followed 
by an acute icteric stage with enlargement and tender- 
ness of the liver. Finally there is a convalescent stage 
with a disappearance of symptoms and jaundice and 
a return of the liver to normal size. Occasionally 
recovery is so protracted that the condition can be 
termed “chronic” hepatitis. By this term is meant 
persistence of the disease for more than three months. 
It is not to be inferred that the pathologic condition 
of the liver is permanent in nature. This important 
variety of the disease will be dealt with in a subsequent 
paper. Acute hepatitis without jaundice runs an essen- 
tially similar course but for purposes of clarity will 
be discussed separately. 

Prodromal or Preicteric Stage.—A definite prodromal 
stage occurs in 83 per cent of cases of acute hepatitis 
with jaundice. The onset of symptoms precedes the 
appearance of jaundice by from one to three weeks in 
50 per cent, from four to six days in 20 per cent and 
by three days in 13 per cent. The remaining 17 per 
cent cannot be said to have a definite prodromal stage, 
since jaundice appears within two days of onset. In 
general, the more serious cases fall into this last group. 
~ The prodromal period is initiated by an acute febrile 
onset in well over 8O per cent of cases. The tempera- 
ture is usually elevated to between 100 and 103 F. 
and is associated with chilly sensations, but shaking 
chills are rare. Characteristic symptoms are malaise, 
headache, lassitude, abdominal discomfort and anorexia. 
There may be considerable generalized muscular aching 
and a more severe headache than would be expected 
with the degree of fever. Lassitude is usually present 
and rather severe. The abdominal discomfort consists 
of mild distention, intestinal cramps associated with 
flatulence and right upper quadrant distress. It 1s 
very characteristic for the latter symptom to be aggra- 
vated by exercise or by jolting, as produced by a rough 
automobile ride. Transient loose stools frequently occur 
at the onset. The anorexia is usually followed by 
nausea and often vomiting within the first three days. 
Other symptoms less commonly seen are somnolence, 
mild rhinitis and labial herpes. Urticaria and arthralgia 
are rare prodromal symptoms. 

Characteristically these acute symptoms last for about 
three or four days and are followed by a relatively 
symptom free and afebrile interval of five to ten days’ 
duration. Jaundice is them ushered in by a recurrence 
of fever and acute symptoms. This is shown schemat- 
ically in chart 1. 

Physical findings during the preicteric stage of the 
disease are not striking and are often inconclusive. 
The liver is usually tender but not enlarged at the 
onset. Knlargement generally develops, however, prior 
to the appearance of jaundice. Liver tenderness is 
best elicited by fist percussion, using a jarring rather 
than a sharp blow over the right lower ribs. A small 
well localized dime sized (18 mm.) area of tenderness 
in the right costovertebral angle or in the eleventh 
intercostal space at the lateral border of the erector 
spinae muscle is also a reliable sign of liver inflamma- 
tion. This is probably due (as suggested by Lieut. Col. 
Ik. C. Spalding, M. C.) to the apposition of nonperi- 
tonealized liver to the posterior abdominal wall in this 
region, Splenomegaly when present is most suggestive 
but is found in only 10 to 15 per cent of cases. One 
of the most constant and helpful early findings is 
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lymphadenopathy. Typically a soft, slightly tender, 
lima bean sized gland is found along the posterior 
border of the sternocleidomastoid muscle low in the 
neck, 

Acute Stage With Jaundice—As jaundice appears, 
or perhaps a day or two before it becomes clinically 
evident, there is a recurrence of fever, usually milder 
than at the onset. A sharp aggravation of gastrointes- 
tinal symptoms, lassitude and somnolence occurs simul- 
taneously. In cases without a true prodromal period 
this constitutes the onset of the disease. Occasionally 
the onset is insidious and practically afebrile to the 
extent that jaundice is the first evidence of illness. 

An important finding that may be seen at this stage 
is right upper or right lower abdominal pain with 
associated tenderness and spasm of the abdominal wall 
simulating an acute condition of the abdomen. Such 
cases may mistakenly lead to operation for acute appen- 
dicitis, acute cholecystitis or even ruptured peptic ulcer. 
The diagnosis is particularly difficult in cases in which 
jaundice has not yet appeared. Suspicion should be 
aroused by a large and tender liver, which is almost 
invariably present. 

During this period of rising icterus the patient is 
quite uncomfortable and unhappy. Nausea and abdom- 
inal discomfort are much in evidence. Clay colored 
stools and pruritus are unusual. Characteristically the 
maximum elevation of icterus is reached quickly in 
from three to seven days, and coincidentally the fever 
abates and abrupt symptomatic improvement occurs. 
The reappearance of appetite and the improvement in 
general sense of well being is especially striking. 

Shortly after reaching a maximum, the icteric level 
begins to decrease. The duration of this defervescent 
period is variable, depending particularly on the maxi- 
mum height of the icterus, the type of treatment 
employed and the fluid intake. In a general way it 
provides an index of the rate of recovery from the 
disease. The usual total duration of jaundice is between 
two and four weeks but may vary from a few days 
to three months or more. Symptoms during this period 
consist of gas, intestinal cramps, intermittent loose 
stools, fat intolerance, anorexia, headache and lassitude. 
These symptoms, with the exception of fat intolerance, 
should all gradually disappear roughly coincidental with 
the clearing of jaundice; persistence suggests continued 
activity of the hepatitis as discussed in the next section. 

In a small group of cases the jaundice continues to 
increase rapidly or persists at high levels and the 
picture of acute liver failure develops. The patient 
becomes irrational and then comatose, and death usually 
ensues. Hemorrhagic phenomena are common. The 
actual case fatality rate was low, being 1.8 per thousand. 
In general, fatal cases fall into two groups, those that 
have an acute massive liver cell necrosis and die within 
four to ten days of onset and those that have a severe, 
persistent infection over a long period, up to two or 
three months. In the latter group there is usually 
some factor present which interferes with recovery, such 
as intercurrent infection or lack of adequate treatment. 
lor example, a patient remains at work or on duty 
while jaundiced. Owing to the lack of rest and proper 
diet, he is unable to throw off the infection. Finally 


the liver damage becomes progressively worse until 
liver failure supervenes. 

During the acute stage the liver is typically enlarged 
In patients that make a rapid recovery 


and tender. 
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these findings disappear promptly, well in advance of 
the jaundice. In other cases only the tenderness 
decreases, the enlargement persisting for from one to 
many months. This has important prognostic signifi- 
cance, as will be shown later. It is important to 
remember that in a few cases no enlargement of the 
liver is apparent on physical examination at any time, 
especially when strict bed rest is enforced. This may 
be misleading, since the liver will almost invariably 
become enlarged if the patient is allowed to exercise. 

Other physical findings are lymphadenopathy and 
splenomegaly as seen in the prodromal period. These 
tend to disappear within one to two weeks. Cases 
in which acute liver failure develop may or may not 
present a demonstrable progressive decrease in liver 
size. 

Acute Stage Without Jaundice.—In a certain num- 
ber of cases clinical jaundice fails to develop although 
in all other respects the clinical picture is the same. 
This form of the disease we have called acute hepatitis 
without jaundice. With proper management these cases 
run a shorter and milder céurse than those with jaun- 
dice. However, owing to obvious diagnostic difficulties 
the condition is often unrecognized, treatment is inade- 
quate and either the liver lesion becomes more severe 
and jaundice develops or it persists without improve- 
ment for many months. Recognition is also important 
because of the obvious epidemiologic implications. 

The frequency of this form of the disease in the 
Mediterranean theater is not accurately known, but 
judging from the evidence at hand it is probably at 
least as common as acute hepatitis with jaundice. It 
is of interest in this regard that studies of postvaccinal 
hepatitis made by two of us (M. H. B. and R. B. C.) 
at Fort Custer, Michigan, in 1942 showed that there 
were approximately two and one-half times as many 
cases without jaundice as with jaundice. Specifically 
there were 5,277 men at the post who had received 
vellow fever vaccine lot No. 368 in February 1942. 
Ikleven per cent of these developed jaundice and were 
hospitalized. An additional 25 per cent developed, in 
the absence of icterus and after the same incubation 
period, symptoms and physical and laboratory findings 
identical in nature but milder in degree to those cases 
with jaundice. These data were obtained from exami- 
nation of random samples, totaling 1,279 individuals, 
of the remaining nonhospitalized, supposedly well per- 
sonnel, 

Careful studies in approximately 100 cases of acute 
hepatitis without jaundice in the Mediterranean theater 
have shown clearly that this is a mild nonicteric form 
of acute infectious hepatitis. Chemical determinations 
of the serum bilirubin have not been abnormal in any 
of these particular cases but it cannot, of course, be 
stated that there was no disturbance of bile pigment 
metabolism at any time. In fact, it is probable that 
many cases presented such a disturbance but of such 
a mild and transient nature that it escaped detection. 
So, for practical purposes, they can be considered to be 
nonicteric. 

The onset of this form of hepatitis is similar to that 
of acute hepatitis with jaundice. Enlargement of the 
liver usually appears after a week. Anorexia is present, 
but nausea and vomiting are not as evident as in the 
presence of jaundice. In the absence of an enlarged 
and tender liver the diagnosis is uncertain, but exer- 
cise will almost always make this finding evident. 
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Further proof of the identity of this form of hepatitis 
and of that with jaundice is offered by a comparison 
of the Hanger and sulfobromophthalein tests (chart 2). 
It will be noted that the curves are quite similar, 
abnormal tests being fewer in number and present for 
a shorter period of the disease in the nonicteric cases. 
Similar findings were obtained in the case of alkaline 
serum phosphatase and se- 


sof} rum globulin. 
Convalescent Stage. —It 
1 was first noted in 1942 
during our study of post- 
svaccinal hepatitis that, al- 
though patients might ap- 
pear to be recovered and 
9 nonicteric while at bed rest, 
when allowed to be ambu- 
WEEKS AFTER ONSET OF SYMPTOMS 


latory and especially when 
allowed to exercise they 
would not infrequently de- 
velop a recurrence of symp- 
toms, physical findings and 
occasionally even jaundice. 
This obviously is a matter of 
great importance, especially 
in the Army, where a man 
discharged from the hospital 
must be prepared to return 
at once to the rigors of com- 
bat duty. Consequently the 
effect of exercise both on the 
patient and on the disease 
has received most careful study. Over 450 “exer- 
cise tolerance tests’’ have been run in various stages 
and types of hepatitis and the results studied from 
both the clinical and the laboratory point of view. 
Briefly, it has been found that, as long as activity 
of the hepatitis is present, exercise will increase the 
physical findings, the symptoms and the laboratory evi- 
dence of liver dysfunction. For practical purposes the 
development of a large and tender liver has been taken 
as evidence of an abnormal test. The actual effect of 
exercise in the individual case depends, on the one 
hand, on the degree of activity of the hepatitis and, 
on the other hand, on the severity and duration of 
the exercise. Exercise induced findings characteristi- 
cally persist for from a few days to many weeks and 
constitute a true relapse of the disease. In some cases 
jaundice may recur, and the relapse may run a much 


Chart 2.—Comparison of  find- 
ings in acute hepatitis without 
jaundice (47 cases) with those 
in acute hepatitis with jaundice 
(171 cases) showing the percent- 
age of positive results obtained * 
each week. For sulfobro- 
mophthalein test 3 per cent reten- 
tion in one hour (5 mg. per 
kilogram) was taken as abnormal. 

‘ote the similarity ef the curves. 
Solid line, sulfobromophthalein 
test in acute hepatitis with jaun- 
dice; broken line, sulfobromo- 
phthalein test in acute hepatitis 
without jaundice; line of dashes 
and dots, Hanger test in acute 
with jaundice; dotted 
line, Hanger test in acute hep- 
atitis without jaundice. Note 
that no sulfobromophthalein tests 
were done in the presence of 
clinical jaundice. 


more severe and prolonged course than the primary 
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Chart 3 (C, M., aged 20 years, courtesy Capt. H. C. Haynie, M. C.).— 
Acute hepatitis with jaundice, showing icteric relapse caused by exercise. 
This patient was allowed to work in the ward from the fifth to the 
seventh week. Although nonicteric, active hepatitis was obviously still 
present. Note the severity and duration of the relapse compared to the 
primary attack. 


attack (chart 3). When the hepatitis is less active or 
when the exercise taken is milder, either the disease may 
reach a steady state and neither improve nor progress, 
or gradual recovery may occur. Recovery is delayed 
by exercise and promoted by rest. 
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Thus the effect of exercise must be considered in 
the evaluation of clinical recovery. Or, in other words, 
the absence of jaundice, symptoms and abnormal physi- 
cal findings while the patient is at bed rest cannot be 
accepted as final evidence of clinical recovery; only 
when these abnormal findings remain absent after exer- 
cise can the physician be certain. This reaction is 
essentially analogous to the febrile response to exercise 
of the patient with tuberculosis or to hematuria in 
convalescent acute glomerular nephritis. Because of 
these special features, the convalescent period has been 
set aside for discussion as a separate stage of the 
disease. 

In the Mediterranean theater the average case of 
acute hepatitis with jaundice requires from six to eight 
weeks of hospitalization (chart 4). This includes three 
to five weeks of bed rest followed by seven to ten 
days on an ambulatory status and finally seven to ten 
days of exercise. For civilian practice this program 
could be modified by substituting work for the exercise. 
Whether the other periods could be shortened is a 
matter of clinical judgment. 

Employing a graduated exercise tolerance test as a 
final criterion of clinical recovery, it is found that in 
many cases of hepatitis recovery has not occurred even 
after three months of hospitalization. This group rep- 


resents approximately 10 per cent of cases. It is prob- 
able that they have 
been largely over- wire | 
looked in the past. PERCENT REMAINING 1W 
LABORATORY \ 

Prodromal Stage. ® Tt 
—The laboratory °® 
findings at onset 
are variable, espe- 
cially in those cases 


prodromal period. 
At present no really 
diagnostic tests are 


Chart 4.—Duration of elevated  icterus 
index (acetone) and of total hospitalization 
in an unselected group of 78 cases of acute 
hepatitis with jaundice. The onset of jaun- 


available, although dice was ees ao See of admission in 
84 per cent roken line, per cent remain- 
several tests allow ing with jaundice. Solid line, per cent 
of a presumptive remaining in the hospital. 

diagnosis. 


A mild leukopenia is usually present associated with 
5 to 20 per cent of atypical lymphocytes similar to those 
of infectious mononucleosis.* Occasionally these cells 
may reach 60 per cent of the total leukocytes. This is 
one of the earliest and most constant findings. Hetero- 
phile antibodies have always been absent on repeated 
examinations. The erythrocyte sedimentation rate is 
normal or moderately elevated. 

Serum bilirubin as measured by the quantitative 
van den Bergh, acetone icterus index * or ordinary 
icterus index is usually normal unless jaundice is immi- 
nent. How frequently the qualitative van den Bergh 
shows a prompt direct reaction under such circum- 
stances is not known, but there is suggestive evidence 
that it may be a significant and early finding.  Bili- 
rubinuria as indicated by the methylene blue test may 
or may not be present but usually appears one to three 
days prior to jaundice. Urobilinogen determinations 
have not been of value in our hands both because of 
variable results and because other acute febrile condi- 
tions may produce a positive test. However, we have 
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had only a limited experience with Watson’s newest 
method.? 

Certain special tests have been found valuable, espe- 
cially the cephalin cholesterol flocculation of Hanger. 
This is positive in 50 to 75 per cent of cases at this 
stage. The sulfobromophthalein dye retention and the 
alkaline phosphatase are also frequently abnormal. 

Acute Icteric Stage-—The duration of elevated icterus 
is shown in chart 4. The only other determination 
of practical value at this stage is the prothrombin time.*® 
A poor prognosis is indicated by an increase in the 
prothrombin time especially if there is no response to 
vitamin K therapy. The sedimentation rate is usually 
normal in the presence of jaundice. 

Many other interesting laboratory observations have 
been made. The Hanger test and serum alkaline phos- 
phatase are abnormal in over 90 per cent of cases during 
the first few weeks of the disease. The sulfobromo- 
phthalein test was positive in all cases tested during 
the first five weeks (chart 2). The serum globulin ™ 
was elevated over 2.5 Gm. per hundred cubic centimeters 
in more than 60 per cent of cases during the first two 
weeks, while the serum albumin was below 4.0 Gm. per 
hundred cubic centimeters in only 30 per cent. The 
serum amylase '* tended to be low (below 60 units, 
Somogyi) during the first two weeks of illness and 
abnormally high (over 180 units) in the third and 
fourth weeks. The colloidal gold test '* was usually 
positive during jaundice. Urobilinogen was often absent 
from the urine for a few days during the period of 
rising icterus and then appeared in abnormal amounts. 

Acute Hepatitis Without Jaundice —In the absence 
of jaundice, laboratory findings assume increased impor- 
tance. In our cases of this type there was no laboratory 
evidence of increased bilirubin in the blood or urine 
during the period of observation, although such evidence 
may have been present prior to hospitalization. 

The sulfobromophthalein dye retention is abnormal 
(over 2 per cent in one hour) in 94 per cent of cases 
and constitutes our most reliable test (chart 2). The 
Hanger test is positive in 53 per cent of cases, but many 
were not tested during the early stage of the disease, 
when the test is most likely to be positive. The alkaline 
phosphatase, serum globulin and amylase all are abnor- 
mal in a somewhat smaller percentage of cases than in 
acute hepatitis with jaundice. 

Convalescent Stage-—The laboratory findings that 
have clinical significance during convalescence are rela- 
tively few. They are the serum bilirubin, the qualitative 
van den Bergh and the sulfobromophthalein dye reten- 
tion. A serum bilirubin as determined by the quantita- 
tive van den Bergh of over 2.0 mg. or an icterus index 
of over 20 or a prompt direct qualitative van den Bergh 
especially in the presence of a total serum bilirubin 
of over 1.0 mg. is usually indicative of active hepatitis. 
Similarly a sulfobromophthalein dye retention of more 
than 10 per cent in one hour or about 16 per cent in 
forty-five minutes is almost always associated with 
activity. Values in the range of 6 to 9 per cent in 


9. Watson, C. J.; 


‘a Schwartz, S.; Sborov, V., and Bertie, E.: Studies 
of Urobilinogen: V. A Simple Method for ‘the Quantitative Recording of 
the Ehrlich Reaction as Carried Out with Urine and Feces, Am, J. Clin. 
Path. 605, (Dec.) 1944. 
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one hour or 8 to 16 per cent in forty-five minutes 
are very suggestive of activity. 

Positive Hanger tests, alkaline phosphatase values 
over 4.0 units and elevated sedimentation rates are 
not necessarily indicative of activity in this stage of 
the disease. 

The oral hippuric acid liver function test '* in our 
hands has shown practically no correlation with the 
clinical condition of the patient. Thus the test fre- 
quently gave relatively normal results during the acute 
stage and very low results in the convalescent period. 
Furthermore, the oral administration of aminoacetic 
acid in the form of gelatin just prior to the test resulted 
in a normal hippuric acid excretion in 153 out of 156 
cases. Dietary factors were probably too prominent to 
permit use of this test as a measure of liver function. 


DIAGNOSIS 

The problems of diagnosis are quite different with 
each stage of the disease and must be treated accord- 
ingly. 

Prodromal or Preicteric Stage-—This picture simu- 
lates that of any acute febrile illness, and diagnosis 
except during an epidemic is at best tentative. It is 
usually necessary to await the appearance of an enlarged 
tender liver or of jaundice before the diagnosis can 
be established. Upper respiratory infections, atypical 
pneumonia, acute enteritis or dysentery, influenza and 
malaria are the most common differential conditions. 

In early cases without hepatomegaly suspicion should 
be aroused by percussion tenderness over the liver and 
by tenderness in the right costovertebral angle. This 
finding, associated with low cervical adenopathy, char- 
acteristic symptoms and the presence of other cases 
in the neighborhood should lead to further investigation. 
The blood picture is usually helpful. The presence 
of bilirubinuria, bilirubinemia or splenomegaly is, of 
course, very suggestive. A positive Hanger test or a 
strong sulfobromophthalein dye retention also provides 
valuable evidence. 

It must be remembered in employing these or other 
tests that there are nonspecific toxic liver changes in 
many febrile states with associated transient liver dys- 
function, so that there is at present no test which is 
specific for infectious hepatitis. Further, we have dis- 
cussed only those laboratory procedures with which we 
have had experience and do not wish to imply that 
better tests may not be available. 

If there is reasonable suspicion of infectious hepatitis 
and other conditions have been excluded as far as pos- 
sible, it is necessary to wait until jaundice or hepato- 
megaly develops before being certain of the diagnosis. 
In the event that these signs fail to appear it is necessary 
to get the patient up and allow him to exercise. When 
this is done within two weeks of onset, one is safe in 
assuming that the liver will become enlarged and tender 
if infectious hepatitis has been present. 

Acute Icteric Stage-—The diagnosis in the presence 
of jaundice resolves itself into a discussion of the causes 
of icterus which need not be taken up here. In regard 
to the simulated picture of an acute condition of the 
abdomen it is important to remember that the liver 
is probably always enlarged and tender. 

Acute Hepatitis Without Jaundice —This diagnosis 
can be made in the presence of an enlarged and tender 
liver which persists for four or five days or more 


14. Qui A. J.: Clinical Value of the Test for Hippuric Acid i 
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and is associated with the symptoms previously 
described. If there is doubt regarding the liver find- 
ings, the exercise tolerance test should be employed. 

Laboratory evidence of liver dysfunction is more 
reliable here than in the prodromal périod because fever 
is usually absent during most of the acute stage. In 
addition to the clinical findings, either a positive sulfo- 
bromophthalein or a positive Hanger test should be 
obtained. Laboratory tests alone cannot be relied on 
to make the diagnosis, since a number of other condi- 
tions, notably malaria and atypical pneumonia, can be 
associated with similar laboratory findings. 


MANAGEMENT 


The cardinal principles in- the management of acute 
infectious hepatitis are early and adequate rest and 
proper diet. We have very strong evidence that early 
and veasonably complete bed rest for an adequate period 
will decrease the severity and shorten the duration of 
the disease and decrease the percentage of cases with 
delayed convalescence. We have also found that a high 
protein (200 Gm.), low fat (40 Gm.) and high carbo- 
hydrate (400 Gm.) diet has a similar effect. On the 
basis of experimental evidence it appears probable 
that the high protein constituent of this diet, especially 
beef, milk and cheese, is the most important therapeutic 


factor. The importance of a low fat intake is still in 
dispute. Carbohydrates should be present in large 
amounts. There is no evidence that excessive amounts 


of vitamins are desirable; on the contrary, too much 
vitamin B, may be harmful.'® One to 3 mg. daily by 
mouth is adequate. Alcohol is contraindicated during 
all stages of active hepatitis. 

In the prodromal stage the first consideration is to 
establish the diagnosis and to put the patient to bed 
with the aforementioned diet. Treatment is otherwise 
symptomatic. It is desirable to examine the urine and 
blood repeatedly for evidence of approaching jaundice. 

Treatment in the acute stage with jaundice may be 
complicated by nausea and vomiting. This is_ best 
controlled by maintaining a fluid intake of 3,000 cc. 
daily. If adequate fluids cannot be tolerated orally, 
they should be given by vein. Ten per cent glucose 
in water is probably the best form, or 5 per cent glucose 
in saline if vomiting is troublesome. In severe cases, 
especially when the protein intake is low, intravenous 
plasma or whole blood is desirable. Two plasma units 
a day provides adequate and suitable protective protein. 
If hemorrhagic phenomena occur or if the plasma pro- 
thrombin level is low, vitamin K should be administered 
parenterally in doses of 2 to 4 mg. Whole blood trans- 
fusions are the most reliable method of counteracting 
hemorrhage of serious nature. 

For abdominal cramps or pain, belladonna or atropine 
should be used. Morphine is to be avoided, as these 
patients overreact to the usual doses. This is also true 
to a lesser extent of the barbiturates. Bile salts are 
contraindicated because of possible toxic effects on a 
damaged liver. 

In the convalescent stage, management is most 
important. The following criteria have been success- 
fully employed in the Mediterranean theater to deter- 
mine when the patient can be allowed out of bed: 


1. At least three weeks of bed rest. 


2. Liver normal size on physical examination or, if slightly 
enlarged, it must be definitely nontender. 
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3. Absence of symptoms, especially lassitude and anorexia. 

4. Normal level of serum bilirubin for one week or, if 
slightly elevated (under 2.0 mg. per hundred cubic centimeters 
or icterus index under 16) absence of a prompt direct quali- 
tative van-den Bergh reaction. 

5. Other laboratory tests. It is desirable to have the sulfo- 
bromophthalein dye retention under 10 per cent in one hour, 
and best to have it under 6 per cent. It is preferable but 
not necessary to have a normal Hanger test and normal alkaline 
serum phosphatase. 


If only one of these criteria has not been met it is 
best to allow one more week in bed before getting the 
patient up. If while ambulatory the liver becomes 
definitely larger and tender, or if already enlarged it 
becomes more tender, further bed rest is indicated. 
\When findings are questionable it is safe to proceed with 
the ambulatory regimen until they become either posi- 
tive or negative. In civilian practice if patients are 
allowed to return to work after being out of bed for 
seven to ten days they should be reexamined after 
ten to fourteen days to make sure that the liver is not 
enlarged and tender. 

PROGNOSIS 

The immediate prognosis in infectious hepatitis is in 
general excellent. However, since therapeutic mea- 
sures become progressively less effective as acute liver 
failure develops, it is important to recognize early those 
features which suggest a serious course. The disease 
is liable to be more severe in the presence of a past 
history of infectious hepatitis within several years, expo- 
sure to carbon tetrachloride or other liver poisons, 
chronic alcoholism or in persons over 40 years of age. 

Caution should be employed and treatment inten- 
sified in cases in which the bilirubinemia continues to 
increase or persists at high levels for ten days or more 
and is associated with nausea and vomiting. Persis- 
tence in spite of adequate treatment of moderate levels 
of serum bilirubin (5 to 10 mg. per hundred cubic 
centimeters ) associated with severe anorexia and nausea 
for three weeks or more has a similar significance. 
A serious prognosis is not warranted unless the patient 
becomes disoriented or irrational. Recovery may occur 
even after coma has developed. Hemorrhagic phe- 
nomena and a decidedly prolonged prothrombin time 
that fails to respond to vitamin K is a serious sign. 

The prognosis as to duration of illness and the 
development of chronic hepatitis or relapse is difficult 
to predict. In general, patients that have a severe 
acute attack, a very high serum bilirubin (15 mg. per 
hundred cubic centimeters or more) or show any of 
the features that are significant in the immediate prog- 
nosis are more likely to have a prolonged illness. A 
relapse is consistently associated with a_ prolonged 
course (chart 3). Data regarding the final outcome 
will be presented in a subsequent paper. 


COMMENT 

Certain relatively new features of infectious hepatitis 
have been presented. One of the more important is 
the deleterious effect of exercise and the beneficial effect 
of rest. Both reactions are of great diagnostic impor- 
tance as well as having obvious therapeutic implications. 
Owing to the longer duration of this disease than 
peviously recognized and the persistence of activity of 
the hepatitis after disappearance of icterus, the value 
of the exercise effect in estimating the degree of recovery 
has also become apparent. Thus this whole relation- 


ship is perhaps the most constant feature of infectious 
hepatitis in all stages. 
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MEDICAL 

Data substantiating the therapeutic effectiveness of 
dietary measures cannot be presented here. However, 
the results are convincing, although as yet we cannot 
be certain which factor, the high protein, low fat or 
better caloric intake is the most important. There is 
ample experimental evidence that the first factor is 
quite important. 

Early treatment is certainly desirable, yet care must 
be taken not to make the diagnosis of infectious hepatitis 
indiscriminately else many patients with transient ill- 
nesses may be unnecessarily invalided. Regarding the 
criteria for recovery, it should be remembered that even 
though patients are permitted to be up and permitted 
to return to work before these criteria are met, most 
will go on to recovery. However, recovery will require 
much longer and during this time partial disability 
and inefficiency will be present as well as an increased 
risk of relapse or chronicity. 

It cannot be definitely stated whether this disease 
is identical with so-called catarrhal jaundice as seen 
in civilian practice. However, from a clinical point 
of view it seems to be very similar. Although it would 
appear to be a more serious condition in the army 
overseas than among civilians in the United States, this 
is probably only in part due to circumstances incident 
to combat but is also the result of a failure to recognize 
the duration of the disease and the clinical picture 
associated with the sequelae by civilian physicians. 


SUMMARY 


1. The course of acute infectious hepatitis is usually 
characterized by an acute febrile nonicteric prodromal 
stage of one to two weeks’ duration followed by the 
acute icteric stage. The convalescent stage is treated 
separately because of certain special features. 


2. The condition of acute hepatitis without jaundice 
is a milder form of the icteric disease. This type of 
hepatitis, which is probably as common as that with 
jaundice, is important because inadequate treatment may 
result in the development of chronic hepatitis and also 
because of the epidemiologic implications. 


3. The fundamental effect of exercise in producing 
relapse has led to the use of an exercise tolerance 
test for purposes of diagnosis and for the determina- 
tion of recovery. If active hepatitis is present in any 
stage of the disease, exercise will result in an enlarged 
and tender liver which persists for several days or 
weeks. 


4. Early and reasonably strict bed rest of adequate 
duration and a high protein dieteare the fundamental 
therapeutic measures and will result in shortening the 
course of the disease and decreasing the incidence of 
chronic hepatitis. The disappearance of jaundice is not 
necessarily an indication of recovery. 


5. The average case of infectious hepatitis requires 
from six to eight weeks for recovery. From 5 to 10 
per cent are still not clinically well at the end of three 
months. 


Most Distinguished Arab Physician.—Perhaps the most 
distinguished Arab physician who subscribed to the pneumatic 
and the anima oculi theories of Galen was Avicenna (Abu Ali 
al Husain ibn Sina, 980-1037 A. D.). His medical work “The 
Cannon” (Qanun) served as a textbook longer than almost any 
other book in the history of medicine. It was used as late as 
1650 in the universities of Montpellier and Louvain.—Gordon, 
Benjamin Lee: The Romance of Medicine, Philadelphia, F. A. 
Davis Company, 1944. 
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A nationwide plan for provision of medical care is 
embodied in the Wagner-Murray Bill S. 1050, which 
has been presented to Congress for consideration. The 
American Public Health Association has formulated a 
policy, “A National Program for Medical Care,” ' and 
the Committee of 29 on Research in Medical Economics 
presented the “Principles of a Nationwide Health Pro- 
gram’ * in December 1944. These plans are of such 
great personal interest to every individual and family 
in the nation that they deserve most careful thought. 

These plans have been under active consideration 
by sociologists, economists, labor organizations, public 
health workers and the medical profession for several 
years. The discussions have in many instances been 
acrimonious and often injudicious, For the most part 
the discussions have been conducted by groups who 
may be under suspicion of having a certain amount 
of bias. The majority of contributors have been the 
public health officials who would probably be the group 
to administer the plans; the sociologists, professional 
and amateurs, who are presumed to know just what 
is wrong-with our social system and have a precise 
remedy for its correction; and the representatives of 
organized medicine, who are directly concerned because 
physicians are the key personnel in any plan for pro- 
vision of medical care. 

Very little attention has been given, as yet, to the 
opinion of those who are to be the recipients of this 
service. A few public opinion polls have been taken, 
but the analyses of the results have been ambiguous. 
“Wouldn’t you like to have better and cheaper medical 
care than you are receiving at present?” ‘Why are 
you mad at doctors?” “Don’t you think hospital 
charges are exorbitant?” “Would you rather choose 
your own doctor or would you be willing to accept 
any physician that might be available?” Public opinion 
polls of this general tenor have not been very enlight- 
ening. 

The three plans for nationwide medical care that have 
been mentioned have the great merit that they present 
a positive, definite, detailed outline of administrative 
procedures that are committed to a clearcut course of 
action. They all prescribe a system of nationwide, 
compulsory, contributory medical insurance which will 
be collected and administered by the federal govern- 
ment. The plans are the result of a great deal of 
careful thought and preparation by very capable men 
who have devoted their lives to a consideration of health 
promotion of the people and who understand the com- 
ponents of adequate medical care. 

These men would be the first to admit that all the 
plans for a nationwide compulsory, contributory system 
for provision of medical care have certain inherent 
defects which should be thoroughly discussed and fully 


1. Preliminary Report on a National Program for Medical Care, Am, 
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understood before they are accepted by the people 
that they are intended to benefit. 

The bitter remembrance of the last great national 
fiasco in hasty social reform, which was initiated largely 
because the people did not understand the full implica- 
tion and significance of the national prohibition act, 
is still too keenly felt to warrant ill considered action 
in other matters of nationwide social policy. 

If these plans have any defects, let us consider them. 
We may then determine whether or not the benefits 
that they will provide will greatly outweigh the sacri- 
fices that thev will entail. 


INFRINGEMENT ON LOCAL SELF GOVERNMENT 

Many thoughtful people are of the opinion that a 
nationwide plan for provision of medical care has a 
fundamental defect in that it represents an encroachment 
on local self government, and, unless proper safeguards 
are taken, that it will undermine the very foundation 
stones on which our nation was built. All people 
instinctively desire security and long for the very best 
social conditions that can be obtained for themselves 
and for their families. But most of us are unwilling 
to possess these benefits at the cost of personal freedom. 

The issue is a simple and straightforward one. May 
I present it, not from the point of view of the prac- 
ticing physician or the public health administrator, 
but from. the point of view of a recipient of these 
services. As far as I can interpret the thinking of 
the average American, I encounter the following trend 
of thought: 

How much individual freedom am I willing to sacri- 
fice in order to obtain security? And in sacrificing that 
freedom am I sure that I shall reap the full benefits 
of individual and community security ? 

Is it not true that the ideas of security at any cost 
have been imposed on us by those who have come 
from, or borrowed their ideas and social philosophy 
from, those European nations which have preferred 
security to freedom? Our traditions have been to per- 
mit as much freedom to the individual as is possible, 
as far as the exercise of this freedom does not interfere 
with the rights of others and does not produce a 
community hazard or jeopardize the security of all. 
There is a real danger, of course, that in our demand 
for individual freedom we may foolhardily sacrifice all 
opportunity for individual, family and community 
security. 

On the other hand, if we demand security at any 
cost, then it is obvious to most of us that we shall 
pay too high a price for it. Our democratic traditions 
have required the maintenance of the principle of local 
autonomy in community government. We have all 
understood the quite obvious and very important advan- 
tages that would accrue under a system of government 
by benevolent centralized authorization. 

But a benevolent, paternalistic, all powerful, gracious, 
all wise and generous centralized government is our 
conception of God in his Heaven. This idealistic Para- 
dise is supposed to be reserved to us for a life to come. 
As long as we remain on earth and must follow natural 
laws, we teel very deeply and instinctively that the 
individual rights o1 personal choice, together with local 
autonomy in determination of communitywide govern- 
mental and social policies, is a basic individual and 
community right. 

It is much more than a matter of financing, organi- 
zation or administration. In such simple matters as 
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provision for medical.care the principle lies much 
deeper than a desire to have a physician of one’s own 
choosing or to select some one hospital or some method 
of therapy that appeals to our individual sense of 
the appropriate. We may believe, for example, that 
Christian science is not an effective therapeutic pro- 
cedure, but we shall defend the right of a man to choose 
these procedures if he so desires and as far as this 
choice does not represent an infringement on com- 
munity security. 

As Havens* has pointed out, social security, and 
economic security as well, is a state of mind. No 
centralized government, no institution, no individual 
should assume the authority, nor should they be allowed 
the power to provide security for the individual it 
such security is offered at the expense of personal 
freedom. Such a _ security should be refused and 
spurned with scorn. This is the security of the Israel- 
ites in the land of Egypt, or the security given the 
Negro on his master’s plantation in the South. 

The aged, the helpless and the infirm should be given 
security by the community as a matter of course. But 
the young, virile, aggressive, ambitious, inventive indi- 
vidual, community or state does not ask for or desire 
a nationwide, comprehensive, beneficent, compulsory, 
paternalistic system of social and economic security that 
is planned by a few men—no matter how wise, how 
socially minded or how public spirited they may be. 

The average man feels instinctively that systems of 
social security should grow slowly, from below upward, 
developing out of the social conscience of the mass, 
rather than be imposed from above downward. There 
lies deep in the heart of every man a profound and 
wholesome distrust of the pontifical, perfectly well 
meaning, self-assumed certainty of omnipotence with 
which these plans are presented. This innate feeling of 
distrust is the result of a certainty that no individual 
or group of individuals has the knowledge to formulate 
or the talent to administer a completely comprehensive 
plan for provision for medical care for the whole nation 
of over 130 million people, on a compulsory, contribu- 
tory basis, no matter how well grounded they may be 
in social theory. How can such a plan be flexible 
enough to meet the fundamental requirements of every 
community and the needs of each individual and still 
retain the principles of personal freedom and the main- 
tenance of the democratic principles that are the very 
basis for the American mode of life? 


° 
THE UNITED STATES IS A DIVERSE NATION 


One of the major difficulties with a uniform, centrally 
administered nationwide plan for medical care of all 
the people is that we are not a homogeneous, but a 
diverse, people. The United States consists of forty- 
eight widely different and quite independent gov- 
ernmental units. They vary enormously in area, 
population, economic status, type of industry, traditions 
and culture. A medical plan that would be suitable for 
one section of the country would be quite unsuited to 
another. This is an additional reason why no nation- 
wide plan could be devised which would be flexible 
enough to suit all situations equally well. 


“LIMITATIONS OF FEDERAL FUNCTIONS 


As long as our Constitution stands, each state is a 
sovereign power, and the federal government possesses 
only those governmental functions that are expressly 
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granted to it by the states. Many states are quite 
unwilling to sacrifice the principle of local self govern- 
ment in relation to provision of medical facilities for 
all for the obvious advantages of a centrally adminis- 
tered, compulsory, nationwide plan. 

Each type of governmental authority—federal, state 
or local—has certain functions which it is best fitted 
to administer. For example, the federal government 
is obviously best fitted to administer public health mat- 
ters that are of international significance or of interstate 
concern. But other governmental services are supplied 
best by the local community. Let us take a very simple 
example: The local community in which I reside sup- 
plies my family with an adequate and excellent supply 
of water. It is true that the local water supply system 
is under the supervision of the division of sanitary 
engineering of the state board of health, and the quality 
of the water conforms to the national standard for 
interstate carriers, but the administration of the service 
is a local responsibility. If the state board of health 
should attempt to administer our local water supply 
system, it would be both costly and inéfficient. If the 
federal government was to assume responsibility for 
administration of the water supply service of our town, 
I am perfectly certain that my family would be thirsty 
a good part of the time. 


THE PURSE DETERMINES THE POLICY 


Each of the plans presented to us provides for a 
certain component of local autonomy in administration. 
But each plan also provides that the collection of funds, 
and therefore disbursement of funds as well, shall be a 
primary function of the federal government. Now it 
is an axiom of any administrative unit—be it family, 
small business firm, corporation or community—that 
“the purse determines the policy.” Thus any autonomy 
that might be granted by the federal health agency 
to a local community would be the autonomy of a child 
who receives his allowance from his father each Satur- 
day, on the basis of a week’s good behavior. 


COMPARISON OF COMPULSORY, CONTRIBUTORY MEDI- 
CAL CARE WITH COMPULSORY EDUCATION 
Dr. Alan Gregg, a member of the Committee of 29, 
has drawn the analogy between a compulsory, contribu- 
tory plan of medical care and communitywide provision 
for compulsory education which we have all accepted 
as a basic ingredient of community life. This analogy 
is an excellent one, and we are quite willing to accept it. 

But it must be remembered that our compulsory 
educational system was not imposed on us from above 
by the federal government, on a nationwide basis. 

The great secret of success of our educational system 
is that it is an outgrowth of the conscious desires of 
the great mass of the people. It emerged slowly, 
through many years of trial. Always it has maintained 
the basic feature of local autonomy and local commu- 
nity determination of policy. State standards have 
been of great value in the improvement of the system. 
State subsidies to less favored communities are an 
essential part of the plan. The federal government 
has been of assistance in promotion of nationwide stand- 
ards of education. But the principle of local com- 
munity responsibility for schools is the very keystone 
of the plan, whereas a federally sponsored and admin- 
istered plan would be certain to fail. 
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LOCAL AUTONOMY IS ESSENTIAL IN ANY SYSTEM 
FOR COMPREHENSIVE MEDICAL SERVICE 

The majority of the people who have given this 
question due consideration believe that the most satis- 
factory system for development of adequate medical 
services for the United States as a whole is the much 
less comprehensive, but much sounder, system of slow 
evolutional development, on a local community basis, 
of statewide programs that are framed to meet the 
needs of each local and state situation. Minimum 
standards of adequacy of medical care may be provided 
by the federal government, and federal government 
subsidy may be provided as grants-in-aid to states, 
during the developmental stages of these plans. For- 
mulation of nationwide standards and administration of 
federal subsidies are the function of the United States 
Public Health Service, the Children’s Bureau or, better 
still, a separate National Department of Public Health 
with a cabinet member at its head. 

This system was used with success in the gradual 
development of full time local health departments under 
the Social Security Act and was successful in meeting 
each particular need in each area in the country. 


A STATEWIDE MASTER PLAN 

A comprehensive master plan might be formulated 
by each state, so drawn as to meet its own require- 
ments. The advice of the United States Public Health 
Service and other federal agencies should be sought 
in drawing up these plans. But the basis of each plan 
should be that primary responsibility for administration 
of the program must rest with the local community. 
It would be anticipated, of course, that each local com- 
munity would develop its plan under state guidance. 

Not only determination of policy, but the financing 
of each plan, should be a local responsibility. Supple- 
mentary aid may be furnished by the state where the 
particular situation requires such assistance. 
_ It must be admitted that the evolution of plans for 
improvement in medical services on a local autonomy 
basis is discouragingly slow. It does not keep pace 
with advances in medical science or with improvements 
in technic of administration. But it must be remem- 
bered that the evolution of social structure under the 
principles of democratic government is a slow, tedious, 
discouraging, painful process. Yet somehow, despite 
all its faults, we like it. 


This, in my opinion, is an interpretation of the feeling 
of the average thoughtful American in relation to pro- 
vision of adequate medical care for the family and the 
community. 

He is quite willing to promote any plan which will be 
of real benefit to the health and welfare of his family 


-and his community but is quite unwilling to accept a 


revolutionary, nationwide program of social betterment 
that has not gone through the fire of long, extensive, 
careful test under a great variety of conditions. 

Most important of all, he is unwilling to surrender 
the principle of local community autonomy and to dele- 
gate authority to the federal government for the control 
and administration of such a personal and intimate 
matter as medical care of himself and his family. 

1300 York Avenue. 
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FRACTURE OF THE SHAFT OF THE 
FEMUR IN ADULTS 


EVALUATION OF METHODS OF TREATMENT 


COLONEL FRANCIS M. McKEEVER 


Chief of Surgical Service and Chief of Orthopedic Section, Percy Jones 
General and Convalescent Hospital, Battle Creek, Mich. 


MEDICAL CORPS, ARMY OF THE UNITED STATES 


Fracture of the shaft of the femur is the cause of 
prolonged total disability and all too frequently of a 
severe permanent disability. Because of the long period 
of total disability and the severe economic burden 
imposed by this injury there have been constant efforts 
to develop methods of treatment which will shorten 
enforced recumbency and thus lighten the financial 
strain of this injury. The objectives of these technics 
have been to effect recovery in the shortest possible 
time and at minimal cost. 

My purpose in this paper is not to criticize any 
technic or procedure as that technic is practiced by 
its originators or employed by those highly skilled in 
its use but rather to show the results which accrue from 
the promiscuous use of procedures which require high 
skill and special armamentarium in the hands of an 
average group of surgeons. The stanchest champion 
of internal fixation of fractures of long bones in this 
country has clearly, emphatically consistently 
warned against the general use of this method by those 
unskilled in its application or restricted as to facilities 
for its employment.’ 

This study is based on the observation of 47 patients 
treated in many different army hospitals by many differ- 
ent surgeons. I did not initiate the treatment of any, 
but all patients were cared for ultimately by me. They 
all had closed fractures of the shaft of the femur. None 


Fig. 1.—Appearance of fracture of upper third of shaft of femur three 
months after injury. Poor position of fragments, good alinement, callus. 


had compound fractures. The patients were all men 
between the ages of 18 and 40 who were in excellent 
physical condition and in whom the healing process 

1, Murray, C. R.: Primary Operative Fixation in Fractures of the 
Long Bones in Adults, Am. J. Surg. 51: 739-747 (March) 1941; The 


Status of Fracture Treatment in the Field of Surgery, Surg., Gynec. & 
Obst. 62: 433-434 (Feb., no. 2A) 1936. 
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would be expected to be optimum. Excellent hospital 
facilities, prompt attention and splendid general care 
were available for all. 


Twenty-three patients were treated by some form of 
suspension traction, usually skeletal traction applied 


Fig. 2.—Six months after injury, bony union, 


with a Kirchner wire, but.in a few patients by a larger 
pin of the Steinmann type. 

Seventeen patients were subjected to open reduction 
and internal fixation with plate and screws. In the 
group of 17 patients treated by open reduction and 
plating this treatment was elected by the surgeon for 
10 patients. In 7 patients it was resorted to only 
after a trial of more conservative measures, in the 
surgeon’s opinion, had failed to result in satisfactory 
position of the fragments. 

It is to be remarked here that absolute end to end 
apposition of the fractured fragments is not a necessary 
requisite for a good result or even for bony union of 
a fracture. While an anatomic reduction should be 
striven for, the failure of any method to attain a perfect 
x-ray reduction does not justify a change to a more 
radical procedure, provided there is good alinement, 
negligible shortening and reasonable contact of the frag- 
ments. The only condition which makes open reduction 
positively indicated is the certainty or well founded 
suspicion that soft tissue is interposed between the 
fragments (figs. 1, 2 and 3). 

Seven patients were treated by means of external 
skeletal fixation, with use of one of the many mechanical 
devices for this type of treatment. 

The average period of time elapsing between the 
injury and the date of evaluation was twelve months. 
The shortest period of follow-up was six and one-half 
months. The longest period of follow-up was twenty- 
four months. In all instances in which the period of 
follow-up was less than one year this was due to the 
fact that recovery had been adequate for the patients 
to be discharged from medical supervision and returned 
to their duties. 
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To determine the efficiency of these three types of 
treatment, the following factors in each method were 
examined and compared: 


1. The period of absolute recumbency of the patient. 

2. The total necessary period of protection of the fracture. 

. The time required for roentgen evidence of bony union. 

. The status of the joints of the extremity. 

. The degree of shortening of the leg. 

The degree of muscular atrophy of the thigh. 

The complications arising from each method of treatment. 
The secondary operative procedures which resulted from 
complications in each type of treatment. 


CNAME 


The results obtained in the- following groups of 
patients are the product of what may be considered a 
median cross section of the surgical talent of the nation. 

It is felt, therefore, that these results may be con- 
sidered representative of the results to be expected in 
the hands of the average surgeon. They are claimed 
to be neither better nor worse. 


PERIOD OF ABSOLUTE RECUMBENCY 

By the period of absolute recumbency is meant the 
time each patient was confined to bed. In this time 
are included all days of bed recumbency made necessary 
by complications arising directly from the method of 
treatment. This is a figure of importance from the 
economic point of view as during this period the patient 
needs at least nursing care. For the patient in traction 
it necessitates hospitalization. For the patient in a 
cast nursing care at home might suffice. 


Fig. 3.—Patient whose roentgenograms are shown in figures 1 and 2 
seven months after > i , no shortening, no pelvic tilt or pallies 
B, good motion in join 


The shortest period of total recumbency occurred in 
a patient treated by external skeletal fixation. This 
was seventy days, as compared to seventy-seven days 
for internal fixation and ninety days for traction. How- 
ever, the seventy day period was far from the rule 
and was the interval of recumbency in only 1 case. The 
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longest period of recumbency, 365 days, occurred in a 
patient treated by internal fixation and was closely 
followed in a patient treated by external skeletal fixa- 
tion who was in bed 326 days. Each of these prolonged 
periods of bed recumbency was made necessary by 
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Fig 4.—Time required for x-ray evidence of bony union, 


complications arising directly from the type of treat- 
ment. The patient whose femur was plated developed 
a pseudarthrosis which necessitated a bone graft. The 
patient treated by external skeletal fixation had a delayed 
union and osteomyelitis about multiple pin holes, which 
required a squestrectomy. The longest period of time 
any patient treated by traction was confined to bed was 
193 days, a total invalidism significantly shorter than 
by either of the other methods. 

The average period of recumbency for patients treated 
by internal fixation was 185 days, by external skeletal 
fixation 168 days and by traction 145 days. The 
enforced recumbency in the group treated by traction 
and by internal fixation needs no explanation. It is 
the time during which the patient was suspended in 
a splint or was confined in a cast. The period of bed 


Taste 1—Period of Absolute Recumbency 


Internal External 
Fixation Skeleval 
Traction (Plate) Fixation 

» ( 
Length of Period Patients) Patients) Patients) 
145 days 185 days 168 days 
9) days 77 days 70 days 


recumbency in patients treated by a method designed 
to produce early ambulation, that is, external skeletal 
fixation, needs clarification. This unduly long period 
was dlue to the fact that 5 of the 7 patients treated in 
this manner required supplementary treatment either 
by a cast or by traction. Removal of the pins and 
apparatus in over half the cases was necessitated because 
of infection about the pin sites, before the fracture 
was solid enovgh to permit ambulation in a_ brace, 
without danger of angulation. A small part of this 
long period of recumbency in patients treated by exter- 
nal skeletal fixation may be attributed to inexpertness 
in the method and to a lack of the courage to have 
the individual on his feet, on the part of the surgeon. 


TOTAL NECESSARY PERIOD OF PROTECTION 


The total necessary period of protection is the number 
of days which intervened between the injury and the 
time the patient was able to bear full weight without 
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brace or crutches. All this time the patient is of little 
or no economic value and is never entirely independent 
in his activities because weight cannot be unguardedly 
borne on the extremity. 


TABLE 2.—Total Period of Protection 


Internal External 
Fixation Skeletal 
Traction (Plate) Fixation 
2 (17 (7 
Length of Period Patients) Patients) Patients) 
AVETARE 219 days 266 days 370 days 
Shortest l44days 150days 251 days 
Longest days 687 days 665 days 
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The shortest individual total period of protection was 
in a patient treated by traction. This period was 144 
days. In the group treated by internal fixation the 


shortest period of total protection was only slightly 
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without protection immediately after removal of the 
cast. The other 11 wore an ischial bearing brace. 
Twenty of the patients treated by traction used ischial 
bearing braces. Three patients used no brace but 
remained in bed without other protection for several 
weeks before beginning free weight bearing. 


PERIOD REQUIRED FOR ROENTGEN EVIDENCE 
OF BONY UNION 

Statements are seen that bony union of a fractured 
femur occurs in three to four months. This may happen 
exceptionally but is far from the rule in the adult. Good 
bony callus frequently does appear in this time, but until 
solid bony union occurs refracture is always a possi- 
bility. The criteria for bony union are (1) obliteration 
of the fracture line and (2) reestablishment of bony 
trabeculae. | 

By these criteria the shortest period required for 
bony union in this group was 155 days, which resulted 
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Fig. 5.—Individual range of knee flexion. 


longer, 150 days. ‘The shortest time in the group 
treated by external skeletal fixation was 251 days, a 
great increase of partial disability. The longest single 
period of total protection also occurred in this group 
and was 665 days. In the group treated by internal 
fixation 1 patient was not bearing weight unprotected 
until 637 days after injury. This was again the result 
of a complication which necessitated a bone graft. Of 
all patients treated by traction the longest any individual 
required protection was 367 days, a period almost ten 
months less than by the other forms of treatment. 

The average period of total protection in the group 
treated by traction was 219 days, of those treated by 
plating 266 days, and of those treated by externai 
skeletal fixation 370 days. 

All patients treated by external skeletal fixation used 
a brace. Six of 17 patients treated by internal fixa- 
tion did not use a brace, 3 of these used crutches and 2 
remained in bed for several weeks without other pro- 
tection before walking. One of these 6 patients walked 


in 1 patient treated by traction. One patient treated 
by internal fixation had roentgen evidence of bony 
union in 163 days. The shortest period for bony union 
in a patient treated by external skeletal fixation was 
270 days. This unfavorable discrepancy is probably 
attributable to the fact that slight distraction of the 
fragments was a common concomitant in this type of 
treatment. 

The longest period for bony union to occur in.a 
patient treated with traction was 378 days. A patient 
who developed a nonunion after internal fixation 
required a bone graft and took 600 days to obtain a 
bony union. Another patient treated by external skele- 
tal fixation took the inordinately long time of 505 days 
to show roentgen evidence of bony union. In this 
patient, distraction of the fragments early in the treat- 
ment was undoubtedly a factor in delaying union. 

The average period for roentgen evidence of bony 
union in 23 femurs treated by traction was 233 days, 
almost eight months. In 17 patients treated by internal 
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fixation it was 303 days, or ten months. In 7 patients 
treated by external skeletal fixation it was 374 days, 
or a little over twelve montlis. 

As judged by x-ray evidence of bony union, traction 
was the most satisfactory method of treatment. This 
is consistent with the finding that it did not increase 
the period of total protection. 

In this group of patients the period of enforced 
recumbency, the time required for bony union, and 
the total necessary period of protection do not condemn 
traction but rather establish it as the method likely 
to result in the minimum of economic dislocation. 


STATUS OF JOINTS OF FRACTURED EXTREMITY 


The most frequent and severe disability following in 
the wake of fracture of the shaft of the femur is loss 
of knee motion. The advocates of internal fixation and 
of external skeletal fixation stress the fact that these 
methods result in more nearly normal function of the 
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were observed. Some of these will ultimately gain 
normal flexion with months of activity, but a very high 
ie se will have some permanent loss of knee bend 

g. 5). 

The average arc of flexion of the knee in 23 patients 
treated by traction was 101 degrees; that is, the leg 
could be bent so that it made an angle of 79 degrees 
with the thigh. In this group the worst knee bent 
to an angle of 145 degrees and the best knee bent to 
an angle of 50 degrees. 

The average arc of flexion of the knee in 17 knees 
treated by internal fixation was 85 degrees; that is, 
the leg could be bent to an angle of 95 degrees with 
the thigh. In this group the worst knee bent to an 
angle of 165 degrees and the best knee had normal 
motion (fig. 6). 

The average arc of flexion of the knee in 7 patients 
treated by external skeletal fixation was 78 degrees; 
that is, the knee could be bent to an angle of 102 


External Staldal Fixation 


Fig. 6.—Average range of knee flexion. 


knee. This may be true when a diligent regimen of 
after-care is carried out, but certainly it does not follow 
unless the surgeon is skilled in the postoperative man- 
agement of the patient. 

Of this entire group of patients, over the period 
during which they were observed, only 1 patient had 
an absolutely normal knee. This was a patient treated 
by internal fixation, who at the end of a year had a 
normal range of extension and flexion of the knee. 

Loss of extension was not common and was usually 
of minor degree. <A patient treated by traction had a 
loss of 5 degrees of extension at the end of a year. A 
patient treated by internal fixation had a loss of 20 
degrees of extension and another had a loss of 5 degrees 
of extension. The patient with the severe loss of 
extension had suffered a complicating osteomyelitis. 
The other had been immobilized almost a year because 
of a bone graft following a nonunion. 

No patient treated by external skeletal fixation suf- 
fered any loss of extension and all could completely 
straighten their knees. 

Forty-six of the 47 patients had some degree of 
restriction of flexion in the knee over the period they 


degrees with the thigh. The worst knee in this group 
bent to an angle of 160 degrees and the best knee to 
an angle of 8O degrees. 
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Fig. 7.—Patients with loss of length. 


Eighty-two per cent of patients treated by traction 
could bend their knees to a right angle or better. Only 
59 per cent of those treated by internal fixation could 
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bend the knee to a right angle, and right angle flexion 
was possible in only 57 per cent of those treated by 
external skeletal fixation. This is important, since the 
great majority of knees which reach right angle flexion 
will continue to make a slow steady gain, and an indi- 
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Fig. 8.—Muscular atrophy of thigh. 


vidual can carry on well in most activities with this 
range of motion. 

No patient treated by traction had any loss of motion 
in the hip, ankle or foot. A patient treated by internal 
fixation who developed an osteomyelitis had an appre- 
ciable loss of rotation in the hip joint and 2 patients 
treated by this method, whose recovery was complicated 
by thrombophlebitis, developed troublesome swelling 
of the ankle and stiffness in the foot. A patient treated 


by external skeletal fixation had an appreciable loss 
of rotation in the hip and another had moderate stiff- 
ness in the ankle. 


Fig. 9.—Severe osteomyelitis with sequestration after internal fixation. 
Saucerization necessary. 


SHORTENING OF THE EXTREMITY 
Five patients treated by traction, or 21 per cent, 
had some degree of shortening of the injured leg. In 
only 1 patient was this shortening of an adequate 
amount to produce disability. This patient had 2 cm. 
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loss of length. Two other patients had 1.5 cm. loss 
of length of the leg, and the extremity of 2 patients was 
short by 1 em. Of the 17 patients treated by internal 
fixation there were 3 patients who presented short 
legs. Two of these patients had a leg 2 cm. shorter 
than the uninjured leg. In 1 of these the shortening 
was due to the plate’s breaking with resultant over- 
riding, and the other patient lost length as a result 
of a nonunion, which required a bone graft. A third 
patient presented 1.5 cm. shortening. This was due 
to angulation from bending of the plate. 

No patient treated by external skeletal fixation had 
any loss of length in the fractured extremity (fig. 7). 


MUSCULAR ATROPHY 


In the 23 patients treated by traction, the average 
loss of circumferences of the thigh due to muscle 
atrophy was 2.6cm. The most severely affected patient 


‘ig. 10.—Pseudoarthrosis after internal fixation. 
Patient terminated with 2 cm. shortening of leg. 


Bone graft necessary. 
in this group had a wastage of 5 cm. No patient had 
normal thigh muscles, and the least affected had only 
1 cm. atrophy. 

Of the 17 patients treated by internal fixation, the 
average loss of thigh circumference was 3 cm. The 
most severely affected thigh had shrunk 7 cm. subse- 
quent to complicating sepsis. Another had shrunk 
5cm. One thigh had wasted only 1 cm. (fig. 8). 

Of the 7 patients treated by external skeletal fixation, 
the average loss of thigh circumference was 3.5 cm. 
The greatest loss in circumference was 5 cm. and the 
least affected thigh in this group had shrunk only 
2 cm. 

Thus in judging the results of treatment by disability 
resulting from shortening of the extremity, from loss 
of motion in the knee and other joints and from the 


4 
| 
A 
4- 
« 
| 
2 
3 
j 
1945 
9 
3 


Votume 128 
NuMBER 14 


degree of muscular atrophy in this group of patients, 
both external skeletal fixation and internal fixation with 
plate and screws were definitely inferior to traction. 


COMPLICATIONS OF TREATMENT 


Complications were most prevalent in the group of 
patients subjected to open reduction and internal fixa- 
tion. Nine of 17 patients treated by this method, or 
53 per cent, developed some complication. Moreover, 
this is the only group of patients in which any com- 
plication was of sufficient gravity to threaten the life 
of the patient. A patient developed a severe postopera- 
tive infection with an extensive osteomyelitis and 
thrombophlebitis and was critically ill for weeks. 
Another patient developed a severe osteomyelitis, and 
a third patient suffered a severe thrombophlebitis with 
pronounced febrile reaction, shortly after surgery. 
Another patient developed a severe postoperative infec- 


Fig. 11.—Broken enn wn shortening and delayed union in patient 
treated by internal fixatio 


TABLE 3.—Complications 


Internal External 
Fixation Skeletal 
Traction (Plate) Fixation 
Patients) Patients) Patients) 
Total patients with complications. ..... 3 (13%) 9 (538%) 4(57%) 
Total patients without complications... 20 8 3 
Severe osteomyelitis..................005 0 2 0 
Severe postope _— infection.......... 0 2 0 
Localized of pin holes.. 2 0 4 
Large pins- patients 12 of 
23 pin sites 
Late drainage from plate............... -- 3 ~ 


tion but escaped without extensive osteomyelitis. How- 
ever, several months later the plate had to be removed 
because of persistent drainage due to infection about 
a screw. 
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Complications which did not threaten survival were 
also prevalent in this group. A patient developed a 
pseudarthrosis at the fracture site. Three patients 
presented late drainage as a result of mild infections 
about the screws, with loosening of the plate. In 


Fig. 12.—A, osteomyelitis of fixation pin sites in patient treated by 
external skeletal fixation. B, thigh after saucerization of trochanteric area 
and sequestrectomy of supeuectiavter pin hole which were necessary to 
terminate drainage. 


1 patient the plate broke and in another patient the 
plate bent (figs. 9,10 and 11). This is a truly impos- 
ing incidence of complications, the gravity of which 
should make any surgeon hesitate to employ this 
method unless absolutely indicated. 

In the group of patients treated by external skeletal 
fixation the incidence of complications also ran high, 
occurring in 4 of 
the 7 patients. In 
none of these pa- 
tients was the com- 
plication a_ threat 
to life. The only 
complication m this 
group osteo- 
myelitis about the 
pin holes. This oc- 
curred in 12 of 23 
pin holes. It was 
not seepage, but os- 
teomyelitis, mani- 
fested by x-ray 
findings. This os- 
teomyelitis was 
particularly severe 
in the trochanteric 
region and in the 
transfixed supra- 
condylar region. 
The large pin, plus 
motion, resulted in 
stubborn infection 
of the cancellous 
bone. In 1 patient 
saucerization of the Fig. 
trochanteric area 
was necessary be- 
fore drainage could 
be terminated. This patient was disabled eight months 
as a result of this complication (fig. 12). 

In the group of 23 patients treated by traction, 3 
patients, or 13 per cent, presented complications. Two 
patients developed localized osteomyelitis about the pin 
hole which required sequestrectomy. In both patients 


femur of 


13.—Ring sequestrum in 
patient treated by traction with large pin. 


Pin placed incorrectly. he knee joint 
fortunately escaped infection. 


. 
‘ 
| 
: 
> 
| 
i 
% 
> 
| 


1012 


a large Steinmann pin had been used. Neither involved 
the knee joint. No patient who had traction by a 
Kirchner wire developed infection in the bone. A 
patient developed a peroneal palsy which was transient 
and recovered spontaneously in three months (fig. 13). 


OPERATIVE PROCEDURES NECESSITATED BY 
COMPLICATIONS 


Six additional operative procedures of extensive mag- 
nitude and with some risk of their own were necessary 


for the 17 patients treated by open reduction and inter- | 


nal fixation. Two patients underwent the removal of 
the plate and an extensive sequestrectomy and sauceri- 
zation of the femur. A patient had a bone graft of the 
femur. Three patients required the simple soem of 
the plate and screws (table 4). 

Only one operation of major magnitude was neces- 
sary for patients treated by external skeletal fixation. 
This patient had an ostectomy and saucerization of the 
trochanteric area of the femur. Three other patients 
required sequestrectomy of one or more pin holes. In 
all, twelve of twenty-three pin holes required surgical 
attention. 

In no patient treated by traction was the necessity 
for a surgical procedure of major importance created. 
Two patients required a sequestrectomy of one pin hole. 


TABLE 4.—Patients Requiring Operations Because of 


Complications 

Internal External 

Fixation Skeletal 

Traction (Plate) 

Operations Patients) Patients) Patients) 

Sequestrectomy of pin holes............. 3 patients 

12 pin holes 

Removal of and sequestrectomy.. 2 


ORAL CARCINOMA—LAWRENCE AND BREZINA 


CONCLUSIONS 

1. Fracture of the shaft of the femur, regardless of 
the method of treatment, is the cause of a long period 
of disability and frequently results in some degree of 
permanent disability. 

2. The safest method of treatment of this fracture for 
the average surgeon in the average hospital is traction. 

3. The election of traction methods to the exclusion 
of other types of treatment, by the average surgeon, 
will result in a shorter period of disability for the 
patient, better end results and fewer complications. 

4. Failure to obtain absolute anatomic position of the 
fragments by x-ray is not an indication for open reduc- 
tion. Under average circumstances open reduction 
should be reserved for those patients in whom there 
is well founded evidence of soft tissue interposition, 
after a trial of treatment by traction. 

5. The general use of apparatus designed for external 
fixation and ambulation is likely to delay union and 
carries a great risk of producing osteomyelitis at, the 
sites of the fixation pins. 


Medicine an Observational Science.—In medicine we have 
a unique advantage in this respect over the purely experimen- 
tal scientist in that medicine, while becoming increasingly an 
experimental, has long been and must continue largely to be an 
observational science. In its observational aspect it deals with 


a supremely difficult material under conditions that make con- 
stant demands on intuition and judgment.—Walshe, F. M. R.: 
The Integration of Medicine, Brit. 1. J., May 26, 1945. 


J. A. M. A. 
Aug. 4, 1945 


CARCINOMA OF THE ORAL CAVITY 


A TEN YEAR SURVEY IN A 
GENERAL HOSPITAL 


EDWIN A. LAWRENCE, M.D. 
AND 
PHILIP S. BREZINA, M.D. 
NEW HAVEN, CONN, 


Carcinoma of the oral and pharyngeal mucous mem- 
branes comprises 3 per cent of all cancer and accounts 
for approximately 3,700 deaths yearly in the United 
States registration area. It is usually considered 
accessible cancer as contrasted to similar disease of 
the internal organs; yet the five year survival rates 
for it in this location are no better than for disease in 
some of the more inaccessible organs, such as the cecum 
and the large intestine. There are only a few large 
centers throughout the country limiting their work to 
the treatment of cancer and therefore it is treated for the 
most part in general hospitals. The excellent detailed 
reports from such specialized institutions as_ the 
Memorial Hospital of New York City are well known 
but perhaps do not give as clear a picture of the results 
obtained in a general hospital as might be desired. 

Our purpose in this communication is to report a 
consecutive series of 145 cases of carcinoma of the oral 
cavity seen at the New Haven Hospital from Jan. 1, 
1931 to Dec. 31, 1940 inclusive. The New Haven 
Hospital is a 510 bed institution serving an urban 
community of approximately 228,000 individuals in 
which during the decade under consideration there were 
approximately 625 practicing physicians and 210 
dentists. If the two other hospitals in the city treated 
a similar number of persons in the same decade, a total 
of 435 people were afflicted with this disease in this 
period in the city. As the other institutions are some- 
what smaller than the New Haven Hospital, it is highly 
unlikely that this was actually the case, and it is probable 
that the figure 350 would more closely approximate 
the number of patients treated. Moreover, many of 
these patients were referred from communities outside 
the city, and therefore the number seen by the profes- 
sional men within the city and referred to the hospitals 
for treatment is undoubtedly less than 350. In other 
words, any given practicing doctor or dentist cares for 
an insignificant number of these persons in a lifetime 
of practice, and perhaps lack of familiarity with the 
disease and its management is an important factor in 
the poor results. There also may be a widespread, 
fatalistic tendency to give up in despair when such a 
disease is encountered. We do not deny that these 
tumors are difficult to handle, but this does not justify 
pessimism and should stimulate greater efforts toward 
earlier diagnosis, more intensive therapy and_ closer 
follow-up care. This study was not designed to analyze 
data such as sex incidence, nationality, age distribution 
and the incidence of various precancerous lesions such 
as leukoplakia, all of which are well known and have 
been discussed elsewhere; but to give the results of 
treatment, to discuss the causes of failure and_ the 
reasons for good results, and to suggest ways whereby 
the results might be improved. For this reason the 
group “primary admissions with treatment” has been 
established. To obtain this group it was necessary to 
exclude not only the patients who had received their 
initial treatment elsewhere and who came to this hospital 
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for further treatment or consultation but also. the 
patients who were in the “primary admission” class 
but who had either refused treatment or who had not 
been given treatment other than supportive because of 
far advanced disease. In other words, we were inter- 
ested primarily in the results of our own therapeutic 
methods. The “secondary admission” class, the group 
of patients who came to New Haven Hospital after 
having been treated elsewhere, has been omitted 
from the final statistics. 

The distribution of the cases is indicated in table 1. 
The largest group from the point of view of numbers 
was the hypopharynx and posterior tongue. Anatomi- 
cally this consists of all tumors in the pharynx lying 
between the circumvallate papillae of the tongue and the 
extrinsic larynx. The anterior tongue group consists 
of all tumors of the tongue anterior to the circumvallate 
papillae; the floor of the mouth, of tumors in an area 
bounded laterally and anteriorly by the inferior alveolus 
and medially by the tongue; the alveolus, both upper 
and lower gum margins; the buccal mucosa, the mucous 
membrane lining of the cheeks and inner lips; the 
palate, both soft and hard palate ; and the tonsil, tumors 
originating in the tonsillar fossa. There were a few 
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mucous membrane and tongue are treated more success- 
fully than in other locations in the oral cavity, although 
in this series of papers he does not give five year 
survival rates. 

When carcinoma invades the local lymphatic system 
the treatment is always much more difficult, the prog- 
nosis more grave. It is generally considered that the 
five year survival rate when the lymph nodes are 
involved will be 50 per cent or less of that obtained 
when the lymph nodes are free of disease. Seventy, 
or 65 per cent of the total group of 108 (table 2), had 
lymph node involvement on admission or developed it 
at a later date, and only 4 of these, or 5.6 per cent, 
survived five years. On the other hand, 13 patients, or 
35 per cent of the 37 patients who never had lymph 
node disease, were living at the end of five years. The 
highest rate of lymph node involvement occurred in 
the tonsil and hypopharyngeal groups, thus complicating 
already difficult therapeutic problems. An additional © 
complication in the floor of the mouth and in the 
alveolus groups was direct extension of the disease into 
the adjacent mandible as determined by roentgenograms. 
Thirty-five per cent of the former group and 71 per cent 
of the latter were so involved. 


« Taste 1.—Oral and Pharyngeal Carcinoma, New Haven Hospital, 1931-1940 Inclusive. 


Hypopharynx 
and Posterior Anterior Floor of Buceal 
Tongue Mouth Alveolus Mucosa Palate Tonsil Total 
RAMISSIONS, 35 20 23 23 14 l4 7 145 
32 25 20 1s 13 14 6 128 
32 26 21 21 9 7 128 
3 3 2 2 § 2 0 17 
Lost in follow-up,..............04 0 3 0 0 0 0 0 3 (2%) 
ra admissions with treat- 
an and well 8 years.......... 3 (10%) 7 (32%) 6 (35%) » (21%) 3 (23%) 2 (18%) 1 (20%) 5 (23%) 
Alive and well 5 years *........ 2 (8%) 5 (23%) 3 (18%) 2 (14%) 3 (23%) 1 (9%)t 1 (20%) 17 (16%) 
Primary lesion controlled..... 6 (23%) 7 (32%) 10 (59%) db (36%) 4 (31%) 2 (18%) 1 (20%) 35 (32%) 
Primary lesion not controlled 20 (77%) 15 (68%) 7 (41%) 9 (64%) (69%) 9 (82%) 4 (80%) 73 (UB%) 
lymph node involve- 
patil Sh adedhicagesdedadss 20 (77%) 13 (59%) 13 (76%) 8 (51%) 6 (46%) 6 (55%) 4 (80%) 70 (63%) 
Mandibular involyement...... oo és 6 (357%) 10 (71%) 


* Four patients are alive and well from three to five years; 1 anterior tongue, 1 hypopharynx, 1 floor of mouth and 1 palate. 


t This patient is living with the disease. 


cancers of the oral pharynx that were so extensive and 
involved such a large area (palate, tonsil, base of the 
tongue and floor of the mouth, for example) that they 
were difficult to classify as to the point of origin. There- 
fore, since they would have formed such a small group 
as to be completely meaningless, they were placed in 
the major groups according to where the bulk of the 
tumor lay. 

The results are also shown in table 1. The best 
survival rate was obtained in the anterior tongue and 
buccal mucosa groups and the worst in the hypopharyn- 
geal section. The comparative survival rates are similar 
to those quoted by Martin and his colleagues, who have 
reported a 30 per cent five year survival rate for the 
buccal mucosa, 25.7 per cent for the alveolus, 25 per 
cent each for the tongue and the floor of the mouth, 
19 per cent for the palate and 18 per cent for the tonsil. 
Richards * also indicates that carcinomas of the buccal 

1. Martin, H. E., and Pflueger, O. H.: Cancer of the Cheek (Buccal 
Mucosa), Arch. Surg. 30: 731-747 (May) 1935. Martin, H. E.: 
of the Gums, Am. J. Surg. 54: 1-37, 1941. Martin, 


and Sugarbaker, E. D.: Cancer of the Tongue, Arch. 

936 (Oct.) Martin, H. E., he ac aker, Caucer ot 

Obst. 71: 347- 359, “1940. 

H. E.: Tumors of the Palate (Benign n Arch, 

"44: 599-635 (April) 1942. Sugarbaker, E. L. 
ancer of = J. Surg. 

he Radiologi 


2. Richards 
603, 1936; The Treatment o 
47: 191- 206, 1942. 


cal ae of Cancer, 1929-1935: 
ongue), Canad. . A. J. 35: 599. 
Cancer of the Tongue, Am. J. Roentgenol. 


The treatment of carcinoma in the mouth and pharynx 
is essentially a radiologic problem, since only a small 
number of cases are entirely suitable for surgery. There 
were only 3 patients in the five year survival group who 
were treated entirely with surgery. One was a young 
woman with a malignant papilloma of the tongue that 
was excised. The 2 others were patients with cancers 
of the buccal mucous membrane. In 1, local excision 
of the tumor was done and, in the other, local excision 
with a radical neck dissection was performed. All of 
the others were treated either with x-rays alone or with 
x-rays in combination with radium or radon. It seems 
imperative that, if a cancerocidal dose of radiation is 
to be delivered into the tumor, a tumor dose of 5,000 
roentgens or more must be administered. The roentgen 
therapy department at the New Haven Hospital treats 
with x-rays to skin toleration with multiple external 
fields and, after the tumor has shrunk to its maximum 
degree as a result of this treatment, inserts interstitial 
radon so that the total tumor dose will be at least 5,000 
roentgens. In the early years of the decade under dis- 
cussion, however, many of the patients were totaliy 
inadequately treated according to present standards, and 
probably some could have been saved had they received 
adequate therapy. 

There seem to have been several causes for failure. 
One of the most important, of course, is the frequency 


| 


1014 


of lymph node involvement, which complicates the 
therapeutic program. It has been pointed out that 70 
patients, or 65 per cent of the total group of 108, 
ultimately had lymph node involvement, as proved by 
biopsy or by the course of the disease. [Eighty per cent 
of these 70 patients had disease in the lymph nodes at 
the time of admission, and 20 per cent of them devel- 
oped metastases at a later date. In the early years 
of the period under discussion the management of this 
complication was inadequate and consisted of doses of 
radiation that are now considered much too small. In 
later years it has been the custom to manage these 
lymph nodes, in general, according to the indications 
and contraindications suggested by Duffy * for car- 
cinoma of the tongue except that metastatic disease from 
carcinoma of the posterior tongue and hypopharynx 1s 
considered entirely a radiotherapeutic problem. Only 
4 of these patients in this group have been salvaged. 
If one is to treat metastatic disease successfully, then a 
radical neck dissection must be done early provided the 
indications are met, but, if they are not, then heavy 


Tas_e 2.—Lymph Node Involvement 


Primary Lymph Node 
Admis- Involvement Living 
sions and 
with On De- Well 
Treat- Admis- veloped Five 
ment sion Later Total Years 
Hypopharynx and posterior 
26 1y 1 20 0 
(7%) 
Anterior tongue............. 22 4 13 2 
(29%) (15%) 
SF 17 11 2 13 0 
14 6 2 0 
Buceal mucosa.............. 13 3 3 0 
a0 o)* 
(90%) (25%) 
(65%) (5.6%) 


* This patient is living with the disease, 


doses of radiation must be used. It is now the custom 
to cone down on the involved node and to give x-ray 
radiation to toleration. This is followed by interstitial 
implantation of radon so that the tumor dose will be 
5,000 or more roentgens. 

Another important cause for failure was inabilty to 
control the primary lesion. In table 1 it is pointed out 
that in only 35 of the 108 patients was the primary 
permanently controlled. The best results were obtained 
in the floor of the mouth, where the primary tumor was 
successfully and permanently controlled in 59 per cent 
of the 17 cases. The poorest results were in the palate, 
where only 2, or 18 per cent, of the 11 patients had 
permanent control of the primary tumor. <As_ has 
already been stated, the principal cause for this failure 
was inadequate therapy, both surgical and radiologic, 
in the early years of this study. However, there are 
primary sites of oral carcinoma which are notoriously 
difficult to handle under any circumstances. “The hypo- 
pharynx is such a region. Its vascularity, its rich 
lymphatic plexus and its inaccessibility as compared 
to other portions of the mouth and pharynx all con- 
tribute to this problem. 


3. Duffy, J. J.: 
Surgery or " Irradiation ? Am 


Ce Lymph Nodes in Intraoral 


39: 767-777, 19358 
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Another factor which may be a cause of failure is 
delay on the patient’s part in seeking treatment. This 
may not be as important as it at first seems and may be 
overshadowed by the inherent growth potentials of some 
tumors. It may account for the observation that occa- 
sionally a patient has symptoms for only a few weeks 
from a relatively small lesion, yet when the patient 
comes for treatment it is impossible to control the 
carcinoma by any known method, and it continues to 
grow rapidly with early death of the patient. If delay 
is arbitrarily defined as a period of more than two 
months elapsing between the time when symptoms first 
appear and the time when treatment is sought, then 
65 per cent of the patients in the primary admissions 
group delayed. On the other hand, exactly the same 
proportion (65 per cent) of the patients who survived 
five years delayed more than two months before coming 
for treatment. This seems to be significant and furnishes 
food for thought when one considers the amount of 
work being done to have patients treated early. 

Success in treatment is difficult to estimate. It can 
be defined in two ways: successful palliative manage- 
ment of a patient who from the first has an obviously 
hopeless tumor and in whom it is hoped only to obtain 
palliation ; or it can be measured in terms of five year 
survival, which is the customary manner of gaging 
the effectiveness of therapy. Perhaps the two types of 
patients (the one with a hopeless tumor and the one 
with a hopeful lesion) should never be segregated from 
the point of view of management. Perhaps better 
success would always be obtained if one never allowed 
the thought of palliation alone to enter into the plan 
of treatment even though the disease seems to be 
advanced to a hopeless point. When the group of 
patients who have survived five years or more was 
analyzed in an attempt to determine reasons for the 
success in this group where treatment failed in the 
others, it was impossible to reach definite conclusions. 
An interesting observation was made, however, and will 
be illustrated by the following 3 cases: 


Case 1—A white man aged 40 was admitted complaining of 
dysphagia of seven weeks’ duration and a‘lump in the neck 
of two weeks’ duration. Examination showed a large ulcerating 
carcinoma of the left tonsil and an involved lymph node in the 
left side of the neck. The first step in therapy was to remove 
the lymph node for biopsy purposes. It contained metastatic 
squamous cell carcinoma. The primary tumor was treated with 
x-ray radiation over a period of twenty-seven days to two 
lateral neck ports, each of which was given. 2,800 roentgens 
measured in air. No other therapy was administered to the 
neck. 


The patient is now alive and well nine years after 
treatment. 
Case 2.—A white man aged 65 complained of a mass in the 


side of the neck of six months’ duration. It measured 3 by 2 
inches. It was excised and contained metastatic squamous cell 
carcinoma. Two weeks later a tiny primary was finally found by 
repeated biopsies at the base of the tongue. It was treated with 
2,000 mgh, of interstitial radium. The area in the neck from 
which the tumor was excised was then given 2,400 roentgens 
of x-rays, measured in air, over a seventeen day period. This 
was followed in eight days by 3,325 mgh. of interstitial radium. 
The patient is alive and well ten years later. 

Case 3.—A white man aged 65 complained of an ulcer on 
the side of the tongue of three months’ duration. It measured 
1 cm. in diameter. The material removed for biopsy showed 
squamous cell carcinoma, grade 2. The primary tumor was 
treated with an intraoral cone and was given 4,862 roentgens, 
measured in air. Five months later a lymph node appeared in 
the side of the neck. It was excised and showed metastatic 
carcinoma. No other treatment was given. The patient is alive 
without disease six and one-half years after the last treatment. 
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According to our present standards, these 3 patients 
were among the least systematically managed of any 
of the entire group, yet they survived. This fact seems 
to emphasize the point that success in treatment 
depends as much on the degree of autonomy of the 
tumor and the host resistance as it does on such factors 
as delay in seeking treatment, extent of the tumor at 
the time of admission, intensity of therapy and adequacy 
of the follow-up. The lymph node in case 1 showed a 
pronounced degree of stroma reaction and was similar 
in appearance to nodes that have received radiation. 

Another interesting possible factor influencing the 
success of treatment is brought out in table 3. We 
have long felt that mouth infection has a great deal 
to do not only with the origin of carcinoma in the mouth 
and upper gastrointestinal tract but also in the success 
of its management. It is a well known general impres- 
sion that carcinoma in these locations is much more 
common in persons from a poor economic class whose 
dental care is neglected than it is in those from 
economically successful groups. We do not believe that 
trauma such as the actual chronic irritation from tooth 
snags is nearly as important as is the presence in the 
mouth over a long period of time of chronic dental 
infection in the forms of caries, pyorrhea and gingivitis 
which is continually feeding a possible etiologic agent 


TaBLe 3.—Condition of the Teeth 


Primary 
Admission 
with Five Year 
Treatment Survivals Failures 
(83 of 108 (16 of 17 (75 of 91 
Condition of Teeth Reporting) Reporting) Reporting) 
2 (2%) 2 (18%) 
7 (8%) 3 (9%) 4 (5%) 
wed 50 (56%) 4 (25%) 46 (68%) 
dent 28 (32%) 7 (43%) 21 (29%) 
false dentures....... 2 (2%) 0 2 (3%) 


into the mouth and upper gastrointestinal tract. It is 
also our impression that patients who have serious 
mouth infection do poorly under radiation therapy. 
Table 3 demonstrates that only 10 per cent of the group 
reporting had fair or good teeth and 56 per cent had 
poor teeth. Thirty-two per cent were edentulous. 
Thirty-two per cent of those who survived five years 
had good or fair teeth, and 25 per cent had poor teeth. 
Forty-three per cent were edentulous. In the failure 
group 5 per cent had fair teeth, 63 per cent had poor 
teeth and 29 per cent were edentulous. It is interesting 
to note that the 2 patients who had good teeth survived. 
These data are based on the condition of the teeth 
reported on the patients’ records at the time of their 
admission to the hospital or clinic. It was impossible 
in a follow-up study such as this to find out the duration 
of dental decay in the persons with poor teeth or the 
period of time between the onset of dental decay and 
complete dental extraction in the persons who were 
edentulous. Both of these points deserve further study 
directed toward the possible relationship of the pro- 
leuged presence of mouth infection and carcinoma of 
the mouth, pharynx and upper gastrointestinal tract. 


COM MENT 


The therapy of oral and pharyngeal carcinoma is a 
difficult and discouraging problem. There can be only 


rare individuals who are naive enough to believe that 
radiation therapy and surgery are ideal therapeutic 
Yet, until something better is discovered, 


instruments. 
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these two methods remain our only hope of obtaining 
survivals in the treatment of this as well as other cancer. 
Until that method appears, attempts at improving our 
results must be directed not only toward the more 
intelligent use of these two instruments but also toward 
making them more available to the general public and 
practicing physicians at large and toward educating the 
public and physicians in the early signs and symptoms 
of this disease. Perhaps it is incongruous to suggest, 
in face of the fact that it has been-pointed out that 
there was no more delay in the failure group than in 
the successful, that early diagnosis is important. How- 
ever, it is a simple platitude that a small tumor is more 
easily and satisfactorily treated than a large one, and 
if these individuals could only be seen when the leston 
is small there is no doubt that greater success would 
be obtained. Seven of the 26 patients with carcinoma 
of the hypopharynx stated at the time of admission 
that their chief complaint was a lump in the neck. In 
other words, more than 25 per cent of the patients in 
this group were complaining of something which indi- 
cated that for practical purposes the disease was beyond 
the curable stage. What would have happened if they 
could have been discovered when the tumor was only 
1 cm. in diameter? Probably the only way that this 
could have been done and the only way that it can be 
accomplished in the future is for every one to have 
periodic examinations by an experienced physician. 
This would be a tremendous undertaking. The supply 
of doctors even in the postwar era probably will not be 
sufficient to do it and do it capably. The point has 
already been made that most physicians see only a few 
of these.tumors in a complete lifetime of medical prac- 
tice, and the problem in education and training men and 
women to recognize these lesions is equally appalling. 


But what other ways do we now have for detecting early 


cancer than in educating the populace at large in the 
signs and symptoms of the early disease and in train- 
ing physicians to recognize the early disease when it 
has appeared and to treat it adequately? None what- 
ever. Perhaps the time will come when a simple chemi- 
cal test will suffice for diagnostic purposes, but that 
time has not yet arrived. The same educational pro- 
gram must be intensified in the dental profession as 
well as in the medical profession so far as oral carci- 
noma is concerned. Thirty-seven of the patients in 
this series had been seen first by a dentist. Ten of 
the 22 in the alveolus group had been seen and treated 
by a dentist before being referred for medical care, 
and 8 of these had delayed for more than two months. 
ne had been under active care for nearly a year and 
a half. If our primary objective were only to find and 
treat the disease before the regional lymph nodes 
become involved, the salvage would be large. A spe- 
cific example is the anterior tongue group, in which 
only 2 of the 14 patients with lymph node involvement 
survived five years, whereas 3 of the 9 without node 
involvement were living and well at the end of the 
same period. 

As far as therapy itself is concerned, probably the 
cardinal point in successful management is attention 
to detail. The utmost care must be used in local- 
izing the tumor and involved nodes if present, in local- 
izing the treatment ports, in directing the treatment 
beam precisely not only at the initial treatment but also 
at all others, in management of the radiation reaction 
and in securing frequent follow-up examinations in the 
early post-therapy months so that, if an extension or 
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recurrence appears, further treatment can be initiated 
promptly. The problem of dosage is not complicated. 
If epidermoid carcinoma is to be destroyed, a dose of 
at least 5,000 roentgens must be delivered into the 
tumor. This usually requires supplementary inter- 
stitial radon in addition to roentgen therapy. Ideally 
the x-ray treatment should be administered in about 
twenty-one treatment days, and radon should be 
inserted when the tumor has regressed to its maximum 
degree. We believe that radiation should not be 
delivered so rapidly or so extensively that it will pro- 
duce a pronounced degree of tumor necrosis with infec- 
tion, because it is our impression that infection 
stimulates tumor growth. 


SUMMARY 

1. In a consecutive series of 145 cases of carcinoma 
of the oral cavity seen in a ten year period at the New 
Haven Hospital, the best results were in the buccal 
mucous membrane and anterior tongue groups, in 
which a 23 per cent five year survival rate was obtained. 

The poorest result was in the hypopharyngeal 
group, in which an & per cent five year survival rate 
was obtained. 

The outstanding cause of failure was inability to 
control the disease once it had extended into the 
regional lymph nodes. 

4. The signs and symptoms of early disease and the 
principles of adequate therapy must be emphasized in 
educating the public and in training physicians and 
dentists, if the survival rates are to be improved. 
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Whether digitalis is of benefit in myocardial infare- 
tion is not generally agreed on. Many cardiologists 
believe that it should be used for congestive failure 
associated with myocardial infarction and especially if 
the congestive failure occurs with auricular fibrillation, 
but others have expressed doubt as to its ultimate 
value. Levine ' believes “it is more likely to do harm 
than good.” Conner? says that “among clinicians, the 
opinion is almost always held that digitalis is 
dangerous.” Fishberg* attributes much of the dis- 
repute that digitalis suffers in myocardial infarction to 
its use in the early stages of shock rather than during 
congestive failure. He emphasizes that the theoretical 
dangers of digitalis in myocardial infarction are the 
production of (1) ventricular fibrillation, (2) rupture 
of the heart, (3) embolization, the latter two, he 
believes, being due to the more poweriul systole, or 
(4+) coronary constriction. He states, however, that 
whether or not these dangers are actual can be estab- 
lished only by observation of a large number ot cases 
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This paper deals with the effect of digitalis in a group 
of 84 patients with auricular fibrillation, out of 1,247 
patients with myocardial infarction admitted to the 
Los Angeles County General Hospital. Forty-four 
patients received digitalis alone, and 40 received either 
quinidine alone, quinidine and digitalis or no medi- 
cation at all (table 1). Thirty-two patients with both 
congestive failure and auricular fibrillation were treated 
with digitalis alone. Congestive failure and auricular 
fibrillation are cardinal indications for digitalis therapy, 
and the results in these cases should be significant as 
to the good or bad effects of digitalis in myocardial 
infarction, 

SUDDEN DEATH 

The relation of the type of medication to sudden 
death (ventricular fibrillation?) is shown in table 1. 
Apparently there was no greater hazard from digitalis 
than from other medication. The 3 cases of sudden 
death following the use of quinidine occurred in- 
2 patients with intraventricular block and in 1 patient 
with prolonged atrioventricular conduction occurring 
prior to the onset of auricular fibrillation. Quinidine 
is ordinarily contraindicated in such cases. 


RUPTURE OF THE HEART 

Fiity-six patients were given digitalis alone or in 
combination with quinidine; rupture of the heart 
occurred in 3 (5.3 per cent). Seventeen patients were 
given no medication; rupture occurred in 1 (5.8 per 
cent). Digitalis apparently had no significant causative 
effect in these cases. 

“FFECT OF DIGITALIS 

Mortality and Types of Death—The effect of digi- 
talis on the 84 patients with auricular fibrillation was 
studied on two groups, one with congestive failure (48 
cases) and one without congestive failure (36 cases). 
As “increasing congestive failure” and “progressive fail- 
ure” are essential criteria of most cardiologists for the 
use of digitalis in myocardial infarction, only patients 
with liver enlargement and ankle edema were included 
in this group. Digitalization in most cases was fairly 
rapid, averaging 24 to 30 grains (1.5 to 2 Gm.) of the 
powdered leaf in three to four days. Thirty-two of 
the 48 patients with congestive failure received digitalis 
alone (table 2). Sixteen received other medication. 
Thirty-one of the 32 patients with congestive failure 
receiving digitalis alone died (96.8 per cent). Eleven 
of the 16 with congestive failure receiving other treat- 
ment died (68.7 per cent). Clinically recognized fatal 
embolism in the greater circulation occurred in 13 of 
the 31 who died in the group that received digitalis 
alone. Of the 13 with fatal emboli, in 7 emboli occurred 
in the cerebral circulation, in 5 in the femoral artery 
and in 1 in both the cerebral and femoral arteries. 
None of the 16 receiving other treatment had fatal 
embolism in the systemic circulation. In the 36 patients 
without congestive failure, digitalis alone produced no 
greater incidence of systemic embolism than did other 
types of treatment (table 3). Administration of digi- 
talis alone seemed definitely associated with increased 
mortality and with increased systemic embolism in 
those with congestive failure but not in those without 
congestive failure. Because we were interested spe- 
cifically in the effect of digitalis on intracardiac throm- 
bosis, embolism in the greater circulation only was 
considered. Sudden hemiplegia, or sudden arterial 
obstruction in an extremity, if due to emboli from 
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intracardial thrombi, can arise only from emboli from 
the left side of the heart, save in the paradoxical embo- 
lism due to anomalies of the cardiac septums. Pul- 
monary embolism may often be due to peripheral venous 
thrombi. According to these data the danger of giving 
digitalis in myocardial infarction was not the danger of 
inducing ventricular fibrillation and sudden death or 
of producing cardiac rupture. The danger was not 
apparently in its administration to patients without 
congestive failure but was in the administration to 
patients with the cardinal indications for digitalis, those 
with congestive failure and auricular fibrillation. 


HAZARD OF EMBOLISM 
The hazard of giving digitalis, apparently, was chiefly 
the hazard of embolism. Embolism in the systemic 
circulation is dependent on the presence of mural 
thrombi in the left side of the heart and on a mechanism 
that releases them. The exact mechanism by which the 


TABLE 1.—Sudden Death (Ventricular Fibrillation ?) Occurring 
in Patients with Myocardial Infarction Plus Auricular 
Fibrillation: Effect of Medication 


Number Dying 


sudde 
Number of (Ventricu 


Type of Medication Patients siveillction: 1) Per Cent 


44 7 15.9 
No or 7 3 17.6 
Quinidine ll 3 27.2 
Both digitalis ‘ond quinidine......... 12 0 


TaBLeE 2.—T ype of Death of 48 Patients with Congestive 
Failure and Auricular Fibrillation Com- 
plicating Myocardial Infarction 


32 8 Pa- 7 Patients 
Patients tients Receiving 1 Patient 
Receiving Receiving — Receiving 


Digitalis No uinidine 
Alone Drugs Digitalis Alone 
Systemic embolism or 
peripheral vessels)............. 13 0 0 0 
Pulmonary ab 3 1 0 
Acute failure (both 
4 1 1 1 
Acute left quntslouies failure...... 3 1 2 0 
EE 6 3 0 0 
1 0 0 0 
1 2 3 0 
Return to sinus rhythm........... 3 0 5 1 


digitalis effect was exerted in producing the increased 
incidence of embolism is difficult to be certain about. 
Many factors are involved in the formation and dis- 
lodgment of the intracardiac thrombi. The group of 
cases in which digitalis was a hazard, that is, those 
with congestive failure, was the group which would 
naturally have a larger number of preexisting mural 
thrombi than the group without congestive failure and 
thus have more potential emboli. They were the ones 
with preexisting cardiovascular disease, often previous 
infarction and a longer standing auricular fibrillation 
which usually persisted. 


IMPORTANCE OF PREEXISTING MURAL THROMBI 


The importance of preexisting mural thrombi in pro- 
ducing embolism, and particularly the importance of the 
duration of auricular fibrillation in producing the 
thrombi, is suggested by the high incidence of fatal 
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emboli in the group of 8 patients in whom auricular 
fibrillation had been known to exist before the onset 
of myocardial infarction. Of the 7 who died, 5 died of 
emboli in the greater circulation (71 per cent). All of 
these 5 had been given digitalis alone and the auricular 
fibrillation had persisted until death by embolism. 


TABLE 3.—Type of Death in 36 Patients with Auricular 
Fibrillation But Without Congestive Failure 
Complicating Myocardial Infarction 


No Digitalis 
Digitalis Medica- and Quinidine 
Alone tion Quinidine Alone 

Systemic embolism................ 1 2 1 0 
Pulmonary embolism.............. 1 0 1 0 
Acute left ventricular failure...... 3 2 0 1 
1 1 0 3 
2 1 1 0 
Muptu#re OF heart... 0 1 0 
0 0 0 1 
3 3 1 5 
12 9 5 10 
Returned to sinus rhythm......... 3 5 4 s 

75% 66.6% 80% 50% 


The effect of old age in relation to mural clots* is 
evidenced by the increased age in this group. The 
average age was 70. The occurrence of systemic embo- 
lism was correlated also with the time of persistence 
of the arrhythmia following the attack of myocardial 
infarction. Of the 49 patients with auricular fibrilla- 
tion persisting until death, 36 died in seven days or less 
and 13 died after seven days or more of the arrhythmia. 
Only 7 of the 36 (19.4 per cent) dying in the first week 
died of systemic embolism, whereas 9 of 13 dying after 
seven days of the arrhythmia died of systemic embo- 
lism (69 per cent). 

Why did digitalis alone mobilize the thrombi in the 
patients with congestive failure, and not the other 
medication? Did it act by producing more potential 
emboli, that is, by forming more new mural thrombi 
or augmenting old intracardiac thrombi; or did it act 
by inducing dislodgment of the thrombi? Persistence 
of auricular fibrillation tends to produce new auricular 
clots and to augment old auricular clots. Digitalis 
ordinarily tends to fix and perpetuate the arrhythmia.® 
Theoretically the persistence of the arrhythmia should 
increase the number of potential emboli, which should 
be reflected by an increased incidence of actual emboli. 
All 13 of the patients with congestive failure who 


TasLe 4.—I/ntracardiac Thrombi Occurring in Patients with 
Congestive Failure, Auricular Fribrillation 
and Myocardial Infarction 


Effect of Me Medication 


Number of with 
Necropsies Mura! Thrombi Per Cent 
Digitalis alone........... 25 18 72 
Digitalis and quinidine... 3 
Quinidine alone.......... 1 100 
No medieation........... 


developed systemic embolism had persistence of the 
auricular fibrillation. All 13 had received digitalis alone. 
Increase of the blood coagulability should increase the 
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number of intracardiac thrombi. de Takats® and 
Massie‘ recently have shown such an effect of digitalis. 
Theoretically, therefore, there are two effects of digi- 
talis tending to produce mural thrombi and thus, by 
producing more potential emboli, tending to lead to a 
greater incidence of embolism. In the group with con- 
gestive failure examined at necropsy one would expect 
the patients who had received digitalis to show a higher 
incidence of mural thrombi than those receiving other 
medication. This was not found to be true (table 4). 
There was high incidence of mural thrombi regardless 
of the medicine. Perhaps this is too small a group to 
be significant. All those with congestive failure, how- 
ever, had a high incidence of intracardiac thrombi (over 
70 per cent). Only 7 of the 14 of the group without 
congestive failure examined at necropsy showed intra- 
cardiac thrombi." 


EFFECT OF DIGITALIS ON 
OF THROMBI 


The effect of digitalis on heart size has been shown 
by Stewart’ to vary, depending on whether or not 
congestive failure with an enlarged heart is present. 
A decrease in heart size occurred practically always 
when congestive failure was present but not necessarily 
when no congestive failure was present. If these data 
apply to our cases it may logically be inferred that the 
39 patients with congestive failure receiving digitalis 
alone or digitalis and quinidine developed a decrease in 
heart size which did not occur with those not receiving 
digitalis or with those with no congestive failure who 
received digitalis. This action of digitalis on the 
enlarged heart, producing a slower stronger systole with 
a contraction in size of the ventricular cavity, theoreti- 
cally could dislodge and expel a ventricular thrombus. 
Although the effect of digitalis in auricular fibrillation 
is essentially on the ventricle, Goodman and Gilman ° 
say that the auricle is usually speeded both by the 
muscular and by the vagal etfects. The composite 
effect of digitalis in congestive failure apparently is 
to expel thrombi. This mechanism could explain the 
high incidence of embolism in the patients with con- 
gestive failure. It is understandable but, from the 
standpoint of this problem, unfortunate that there are 
no accurate data as to the occurrence of emboli in 
congestive failure in heart disease in general with and 
without digitalis. The embolism occurring in patients 
with auricular fibrillation and congestive failure in 
heart disease without myocardial infarction possibly is 
the result of the expulsive action of digitalis on a heart 
with fewer mural thrombi than on the heart with myo- 
cardial infarction and thus fewer emboli. The incidence 
of embolism in such cases is so small in relation to the 
obvious benefit of digitalis that even though embolism 
admittedly was due to the drug it would be relatively 
negligible. In the patients with myocardial infarction 
whom we observed, the reverse was true. There was 
no obvious beneficial effect from the digitalis which 
outweighed the obvious harmful effect, of producing 


de Takats, G.; Trump, R. A. and Gilbert, N. C.: The Effect of 
Digitalis on the Clotting J. A. M. A. 125: 840-845 (July 
22) 19 

7. Massie. E.; Stillerman, H. S.; Wright, C. S., and Minnich, V.: 
Effect of Administration of Digitalis on Coagulability of Human Blood, 
* — 74:172 (Sept.) 1944. 

i 2 i vin (Mural Thrombi in the Heart, Am. Heart J. 213 

713- 529 jane) 1941) in 133 necropsies of patients with myocardial 
infarction without da fibrillation and not segregated as to the 
presence or absence of congestive failure found mural thrombi in 8&9 
(66.9 per 

9. Stewart, H. J.; Crane, N. F.; Deitrick, J. E., and Thompson, 

P.: *Action of Digitalis in Compensated Heart Disease, Arch. Int. 
Med. G2: 547-568 (Oct.) 1938. Stewart, H. J.; Crane, N. F.; Deitrick, 

. E., and Wheeler, C. H.: Action A Digitalis in Uncompensated Heart 
Jisease, ibid. 62: 569-592 (Oct.) 193 


DISLODG MENT 


ADDISON’S DISEASE—PERERA 


J. A. M. A. 
Aug. 4, 1945 


embolism. Return of the sinus rhythm, formerly a sup- 
posedly notorious cause for dislodging auricular clots, 
occurs rarely after digitalis and was not a factor in our 
series. Only 3 of the 32 patients with congestive 
failure receiving digitalis alone returned to sinus 
rhythm. 

Although the precise mechanism for the production 
of the increased embolism is not yet established, some 
deductions are justifiable in our cases. Congestive 
failure occurring in association with auricular fibril- 
lation and myocardial infarction was associated with a 
very high incidence of mural thrombi (75 per cent) 
and the risk of fatal embolism after digitalis adminis- 
tration alone was very high. Digitalis apparently 
mobilized the thrombi in a dangerously high percentage, 
to such a degree that the risk of the drug became greater 
than the risk of the condition itself. Digitalis is par- 
ticularly indicated in congestive failure of heart disease 
in general, but these results would seem definitely to 
impugn the congestive failure of auricular fibrillation 
occurring with myocardial infarction as an indication 
for the use of digitalis alone. 

CONCLUSION 

Digitalis alone used in congestive failure occurring 
with auricular fibrillation in myocardial infarction in 
32 patients at the Los Angeles County General Hos- 
pital proved to be more harmful than beneficial. The 
hazard ordinarily considered the greatest, that is, the 
production of fatal ectopic ventricular rhythm = with 
sudden death, was not in evidence. There was no 
increased hazard from cardiac rupture. The mortality 
was increased largely by the production of fatal emboli 
to the greater circulation. On the basis of these data, 
digitalis administered alone for the congestive failure 
associated with auricular fibrillation and myocardia! 
infarction would seem contraindicated. 

1930 Wilshire Boulevard. 
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It has long been established that the disturbances 
in water, electrolyte and carbohydrate metabolism in 
acute adrenal cortical insufficiency may be corrected 
by adequate replacement therapy. Under certain cir- 
cumstances, however, sudden circulatory collapse and 
even death may occur in patients with Addison’s disease 
despite control of these other factors. These circum- 
stances notably include infections, minor traumatic 
injuries or Operative procedures, and they sometimes 
take place without apparent cause. 

Swingle and his associates’ have pointed out that 
fatal collapse in adrenalectomized animals need not 
involve changes in salt and water balance. Loeb? has 
observed a number of patients with Addison’s disease 
who died a typical addisonian death but without the 
characteristic chemical changes in the blood serum and 
while receiving desoxycorticosterone. He has suggested 
that a disturbance in vasomotor regulation, either 
peripheral or central, may be responsible and that this is 
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not consistently controlled by the cortical hormones 
now available. Despite these speculations, systematic 
studies of autonomic responses in patients with adrenal 
insufficiency have not been carried out. 

The present study was undertaken to compare cer- 
tain pharmacodynamic responses in patients with ade- 
quately treated adrenal cortical insufficiency and patients 
without disease of the adrenal gland. For this purpose 
the reactions of these two groups to the administration 
of acetyl-beta-methylcholine has been observed. 


METHODS 

Acetyl-beta-methylcholine chloride * 2.5 mg. was 
administered subcutaneously to 10 hospital patients as 
controls and on six occasions to 5 patients with Addi- 
son’s disease. The control group included only cases 
free of hypertensive vascular disease * and endocrine 
disturbances. The diagnosis in the addisomian group 
had been previously established in all cases in the wards 
of the Presbyterian Hospital. The clinical diagnosis 
was confirmed by the presence of a low sodium concen- 
tration of the blood serum during a crisis or as a result 
of the withdrawal of salt from the diet. The experi- 
ments with acetyl-beta-methylcholine were carried out 
at a time when serum sodium concentrations were 
between 136 and 140 milliequivalents per liter as cal- 
culated by the indirect method.’ Four of the patients 
studied were being treated with desoxycorticosterone 
acetate,® with or without additional salt, and 1 was being 
maintained on salt alone. 

The systolic pressure at the time observations were 
made was 104 mm. of mercury or higher in all but 1 of 
the addisonian group. [xcept for this patient, whose 
arterial pressure was 92/60, the blood pressures were 
entirely comparable in the two groups. The plasma 
volume was determined in 1 patient with the blue dye 
T. 1824 on the day of injection and found to be within 
the estimated normal range based on body surface area. 

All observations were made with the patients lying 
in bed with a 30 degree head gatch. Blood pressures 
were recorded every minute for at least ten minutes 
prior to the administration of acetyl-beta-methylcholine 
and until at least five successive readings showed a 
systolic and diastolic fluctuation of not more than 4 mm. 
of mercury. After injection, readings were made at 
half-minute intervals and the lowest systolic and dias- 
tolic levels recorded until values had returned to their 
initial levels. Because of the potential hazards of even 
such minor procedures in patients with Addison’s dis- 
ease, atropine was kept at hand for immediate hypo- 
dermic use and solutions of saline and glucose were 
available for intravenous injection. 


RESULTS 

In the 10 control patients a slight drop in blood 
pressure was observed two to four minutes following 
the subcutaneous injection of 2.5 mg. of acetyl-beta- 
methylcholine. The decrease averaged 6 mm. of mer- 
cury systolic, with even less diastolic change. In the 
control group subjective symptoms were minimal. ‘Two 
patients noted a slight sense of warmth, and 1 com- 
plained of epigastric “rumbling.” There was no signifi- 
cant change in pulse rate. 
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In contrast to the control group the subjective and 
objective effects in the patients with Addison’s disease 
were much more pronounced and at times reached 
alarming proportions. Within two to three minutes 
after injection, blood pressures reached their lowest 
levels, the average systolic decrease being 22 mm. of 
mercury, the diastolic 19 mm. In association with this 
more pronounced hypotension all the patients noted 
flushing, sweating and a sense of increased peristaltic 
activity; 3 had loose bowel movements shortly after- 
ward. A slight but definite tachycardia was the rule. 
The blood pressure returned to its initial levels within 
five to ten minutes after the injection. 

Atropine sulfate in doses of 0.6 mg. was given sub- 
cutaneously to 2 patients with Addison’s disease a few 
minutes prior to the administration of acetyl-beta- 
methylcholine. In these patients the effects of the 
acetyl-beta-methylcholine were blocked, the response 
being similar to that observed in the control group. 
In 1 patient with Addison’s disease 0.3 cc. of 1: 1,000 
epinephrine hydrochloride was given hypodermically 
five minutes before acetyl-beta-methylcholine. Palpita- 
tion and tachycardia were noted, with a rise in blood 


Effect of Acetyl-Beta-Methylcholine on Blood Pressure 
Normals Hypoadrenalism 
Be dene After Before After 
122/84 116/80 104/68 78/48 
136/86 130/80 92/60 68/40 
110/78 104/76 108/70 94/538 
100/68 90/64 122/s4 100/62 
116/20 110/78 116/76 84/52 
124/78 120/80 138/86 114/i0 
104/4 96/60 
100/74 94/60 
110/70 104/64 
116/74 114/70 
Mean Values 
114/76 108/71 113/74 91/35 


pressure from 122/82 to 140 86. However, the response 
to subsequent administration of acetyl-beta-methylcho- 
line was not altered. To exclude the possible effects 
of the hypodermic injections alone, 2 patients with 
adrenal cortical insufficiency received sterile water sub- 
cutaneously without significant change in blood pressure 
or the development of symptoms. 

In 1 addisonian patient a blood sugar value of 
96 mg. per hundred cubic centimeters was obtained at 
the peak of the acetyl-beta-methylcholine response to 
indicate that hypoglycemia did not contribute to the 
symptom complex. As already stated, the plasma vol- 
ume was determined in 1 patient on the day of injection 
and found to be within the estimated normal range. 
This measurement was undertaken to exclude the possi- 
bility that patients with hypoadrenalism were not more 
vulnerable, owing to a reduced circulating blood volume. 


COMMENT 

In Addison's disease, susceptibility to cold, acro- 
cyanosis, venospasm following introduction of a needle 
(as judged by abnormally high venous pressures which 
fall after relaxation and ‘the application of heat) and 
sudden circulatory collapse after comparatively minor 
stimuli are among the features not infrequently observed 
in patients in this clinic. These disturbances are 
encountered not only in the presence of patent insuffi- 
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ciency but also after electrolyte and water balance are 
restored to normal and when hypoglycemia is, not 
present. This suggests that even in the adequately 
treated addisonian patient there exists a disturbance 
in the peripheral vascular system not corrected by the 
usual forms of therapy. 

Although the lability of the peripheral vascular sys- 
tem may be due in part to faulty intermediate metabo- 
lism ? or to some obscure cardiac factor,’ some observers 
have noted a reduced sensitivity to pressor agents * and 
others have presented evidence of capillary dilatation 
and increased permeability.® 

It has been possible in the present study to demon- 
strate a difference in the response of addisonian patients, 
maintained by salt or desoxycorticosterone, and certain 
nonaddisonian patients to the administration of acetyl- 
beta-methylcholine. The reaction of the group with 
hypoadrenalism was qualitatively similar to the control 
group, but the quantitative difference was striking. The 
specificity of the response was indicated by the fact 
that it could be minimized by the prelimiary adiminis- 
tration of atropine. 

Further evidence of the increased susceptibility of 
the addisonian group to acetyl-beta-methylcholine was 
afforded by the fact that the blood pressure of these 
patients and the control group was essentially the same 
before the injection of the cholinergic drug. The 
increased reaction to acetyl-beta-methylcholine could not 
be correlated with a deviation of the blood sugar or 
plasma volume from normal. 

The apparent increased sensitivity of the addisonian 
group to parasympathetic stimulation cannot be 
attributed solely to a decrease in cardiac output, since 
increased intestinal peristalsis and flushing of the skin 
accompanied the fall in blood pressure and tachycardia. 


CONCLUSIONS 

1. Acetyl-betarmethylcholine 2.5 mg. subcutaneously 
given on six occasions to 5 patients with hypoadrenal- 
ism caused a pronounced blood pressure drop far out 
of proportion to that observed in 10 controls without 
adrenal disease. 

2. Sweating, flushing and increased intestinal per- 
istalsis accompanied the reaction in the group with 
Addison's disease, whereas associated symptoms were 
much less evident in the control group. 

3. These abnormal responses in addisonian patients 
took place even though the patients were maintained 
in electrolyte and fluid balance and while receiving 
adequate therapy with salt or desoxycorticosterone. 

4. The increased sensitivity of patients with treated 
Addison’s disease to acetyl-beta-methylcholine suggests 
that in adrenal cortical insufficiency there is a defect in 
the response of the autonomic nervous system. 

5. This defect may contribute to the inability of the 
treated addisonian patient to react normally to altered 
environment conditions or minor stimuli of many kinds. 
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Kala-azar (visceral leishmaniasis) is an infectious disease 
resembling clinically in many respects chronic malaria and 
undulant fever. It is characteristically associated with an 
irregular, recurring fever over a period of weeks, sometimes 
having a double daily rise, progressive enlargement of the 
spleen, followed by hepatomegaly, and usually later in’ the 
course of the disease anemia, leukopenia and progressive wast- 
ing. According to Manson-Bahr! the disease may vary a 
great deal in its onset. As stated in the beginning, it may 
be characterized by a chronicity simulating other prolonged 
recurring infectious diseases. On the other hand, in a small 
percentage of cases it may be characterized by a latency without 
symptoms and present its activity by an acute onset with pre- 
dominantly abdominal symptoms, high temperature and asso- 
ciated toxic manifestations. The etiologic agent is Leishmania 
donovam, a protozoan organism which occurs in the Leptomonas 
(flagellate) form in the bodies of various insects and in arti- 
ficial culture mediums. The vector is suggestively a blood 
sucking sand fly of the genus Phlebotomus. Also the disease 

ay be possibly transmitted through the ingestion of food or 
drink contaminated with Leishmania donovani or by contact. 

The disease is widespread and occurs in the Mediterranean 
countries, southern Russia, India, China, Manchuria, Abyssinia, 
Sudan, northern and eastern Brazil, the Chaco region of 
Argentina, the Paraguay-Brazil border and northern Bolivia. 
Its appearance in recent years in the Western Hemisphere has 
becn limited to South America. Incidence of the disease in the 
United States has been limited to imported cases.2 Indeed, 
kala-azar has been observed so infrequently in North America 
that it is rarely considered in this country as a cause of 
splenomegaly and the other signs and symptoms. 

Recent importation of prisoners of war to the United States 
and the return of American soldiers from countries where 
leishmaniasis is endemic should stimulate current medical 
thought in this country as to the importance of this disease 
in future cases of unexplained splenomegaly and associated 
signs and symptoms. With this thought in mind the present 
case is reported. 

REPORT OF CASE 

An enlisted man aged 22, Italian, entered the Station Hos- 
pital at Hill Field, Utah, Sept. 26, 1944, complaining of severe 
lett sided abdominal distress and distention of four days’ 
duration. 

His past history was essentially negative. He was born 
in Gravellona di Lomellina, province of Pavia, Italy, and 
except for frequent colds in childhood his health generally 
had been quite good. He entered the Italian army Jan. 15, 
1942, at which time he weighed between 135 and 140 pounds 
(61 to 63.5 Kg.). While in Sicily in September 1942 he had 
an illness characterized by chills and fever for four days which 
was diagnosed as malaria. It subsided following the admin- 
istration of quinine. There were no recurrences of this* illness. 
On July 23, 1943 he was taken prisoner in Sicily by the Ameri- 
can forces and eventually sent to the continental United States, 
where he became a member of an Italian service unit. 

On admission to the Station Hospital the patient was mal- 
nourished and weighed about 110 pounds (50 Kg.). He 
appeared critically ill. His temperature was 100.8 F., the 
pulse rate was 112 and the respiratory rate was 20 per minute. 
The outstanding physical finding was confined to the abdomen, 
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which was described as grossly distended, with pronounced 
tenderness and splinting, particularly on the entire left side. 
There was dulness on percussion in the left abdomen and flank. 

Laboratory studies at this time revealed that the leukocyte 
count was 4,000, with 55 per cent polymorphonuclear cells, 
35 per cent lymphocytes and 10 per cent monocytes. The urine 
showed a trace of albumin and numerous fine granular and 
hyaline casts. Repeated blood smear examinations fer malaria 
were negative. Blood cultures were negative. The white 
blood cell count ranged from 2,600 to 6,200, with a tendency 
to a slight predominance of polymorphonuclear leukocytes. 
The hemoglobin varied between 60 and 80 per cent, and the 
red blood cell count ranged around 3,560,000. The sedimenta- 
tion rate was 31 mm. per hour (Westergren method). 

The patient continued to have considerable abdominal pain 
and distress, with an irregular febrile course and tachycardia, 
and because of this-he was tentatively thought to have a 
peritonitis secondary to a possible splenic abscess. Glucose 
in saline solution was given intravenously, Wangensteen suc- 
tion employed and oxygen inhalations administered. On Sep- 
tember 29 penicillin therapy was started, 20,000 units every 
three hours intramuscularly for a total of 1,190,000 units. On 
September 30 plasma was given. On September 31, October 1 
and October 4 transfusions of 500 cc. of citrated blood were 
given. 

On October 8 the abdominal findings previously described 
were interpreted as a mass, most likely the spleen. By Octo- 
ber 14 the patient's condition had improved. X-ray scout films 
of the abdomen were taken and revealed a large, soft tissue 
mass extending from the left diaphragm to just below the left 
iliac crest. This was considered to be the spleen, since the 
left kidney could be easily outlined beneath the mass. The 
patient’s condition became stationary, and because of the diag- 
nostic problem involved he was transferred to Bushnell Gen- 
eral Hospital November 16 for further observation. 

On this date the patient appeared cachectic, with a pro- 
tuberant abdomen which at first glance suggested the presence 
of ascites. Palpation, however, disclosed the prominence to 
be due to a large firm, smooth mass occupying the entire left 
half of the abdomen, extending to the right of the midline 
into the pelvis just below the umbilicus (fig. 1). The lower 
pole of this mass in the pelvis was quite tender. There was 
no enlargement of the liver, nor were there any distended 
superficial abdominal veins. There was no lymphadenopathy 
nor icterus. There was pronounced wasting and atrophy of 
all skeletal muscles. There was no edema. The heart and 
lungs were normal. The pulse rate was 100, rhythm regular, 
blood pressure 95/70. The patient’s height was 64% inches 
(163 cm.). His nude weight was 111 pounds (50 Kg.). 

Previous radiographic studies left little doubt as to the 
abdominai mass being the spleen. The case therefore became 
a diagnostic problem revolving about an enlarged spleen, asso- 
ciated anemia, cachexia, albuminuria and low grade fever. The 
possible diagnoses included the more likely causes of spleno- 
megaly and embraced the following possibilities: Banti’s syn- 
drome (“Banti’s disease”), thrombosis of the splenic vein, splenic 
infarction, leishmaniasis, schistosomiasis, chronic malaria, Hodg- 
kin’s disease, leukemia, primary neoplasm of the spleen, primary 
amyloidosis of the spleen, gumma or tuberculoma of the spleen. 

Examination of the urine on entry showed a trace of albumin 
and 15 to 20 white blood cells per high dry field. Frequent 
urine examinations revealed a persistent, moderate albuminuria, 
low specific gravity with moderate numbers of red and white 
blood cells and hyaline and granular casts. Blood nonprotein 
nitrogen was 35 mg. per hundred cubic centimeters, plasma 
proteins 7.1 Gm. per hundred cubic centimeters, albumin 1.2 Gm. 
per hundred cubic centimeters, globulin 5.9 and 7.5 Gm. per 
hundred cubic centimeters with a persistently reversed albumin- 
globulin ratio. An intravenous phenolsulfonphthalein dye excre- 
tion test showed 57 per cent excretion of the dye in one hour 
and 27 per cent excreted in the first half hour. The sulfo- 
bromophthalein liver function test showed 32 per cent reten- 
tion of the dye in the blood stream after five minutes and no 
retention after twenty minutes. The congo red test showed 
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20 per cent retention of the dye in the blood at the end of 
one hour. The icterus index was normal. 

Examination of the blood revealed a hemoglobin of 9.8 Gm. 
(63 per cent), erythrocytes 3,480,000, reticulocytes less than 
0.1 per cent, platelets 33,000, bleeding time eleven minutes, 
clotting time twelve minutes, prothrombin time 62 per cent 
of normal control, normal fragility test, hematocrit 32 per cent, 
sedimentation rate 125 mm. in sixty minutes and a leukocyte 
count of 4,100 with 56 per cent lymphocytes, 2 per cent mono- 
cytes, 1 per cent basophils, 39 per cent mature polymorpho- 
nuclear leukocytes and 2 per cent juvenile forms. Blood smears 
showed 53 per cent of the white blood cells to be peroxidase 
negative and 47 per cent peroxidase positive. Serologic tests 
of blood and spinal fluid were negative’ Frequent smears 
of the blood were examined for malarial parasites and found 
to be negative also after the injection of epinephrine. Numer- 
ous smears were examined for Leishman-Donovan’ bodies in 
the circulating blood and bone marrow and were likewise nega- 
tive. Because of consistently nega- 
tive findings and inadvertence the 
formol-gel test was not done at this 
time. The tuberculin test gave a 4 
plus reaction in forty-eight hours. 
Numerous stool examinations were 
negative for parasites. Agglutina- 
tion tests for undulant fever were 
negative. 

X-ray films of the skull, chest and 
pelvis for possible metastatic lesions 
were negative. A gastrointestinal 
series revealed no esophageal varices 
nor other abnormality of the upper 
gastrointestinal tract. A barium 
enema demonstrated a large extrin- 
sic mass displacing the transverse 
colon and splenic flexure downward, 
occupying the left side of the abdo- 
men and descending into the pelvis. 

By December 8 the patient devel- 
oped a pronounced leukopenia. The 
totai white cell count dropped to 
1,800 cells per cubic millimeter with 
45 per cent polymorphonuclear 
leukocytes, hemoglobin 88 per cent 
(13.8 Gm.) and red blood cell count 
of 4,370,000. The gums began to 
bleed and appeared quite spongy. 
The blood ascoibic acid at this time 
was 0.2 per cent and appropriate 
vitamin therapy was initiated. The 
patient’s general condition seemed to 
be slowly regressive. Splenic punc- 
ture was considered, but because of 
the danger of uncontrollable bleeding 
and the debatable nature of the 
splenic lesion exploration was agreed 
on. Between December 12 and De- 
cember 14 the patient was given several transfusions of whole 
blood and 270,000 units of penicillin preceding surgery. 

On December 14 laparotomy was performed under gas-oxygen 
anesthesia by Col. Henry G. Hollenberg and Major Clyde S$. 
Roof. A long left rectus incision was made through which 
the enlarged spleen was palpated. It was relatively soft, with 
many fine adhesions. The liver, gallbladder and kidneys were 
normal. A few small nodes were present at the hilus of the 
spleen and later removed for biopsy. The incision was extended 
in both directions and transversely to the left in the form of 
a T. The perisplenic adhesions were broken by blunt dissec- 
tion. They were particularly dense over the dome. There was 
considerable bleeding. The splenic vein was found to be free 
of thrombi. The splenic arteries were quite small. The pedicle 
was clamped and the spleen removed without undue difficulty. 
During and immediately after surgery the patient received 
6,000 cc. of fluid, including plasma, whole blood and glucose 
in saline solution. The patient’s postoperative course was a 
bit stormy for the ensuing twenty-four to thirty-six hours, but 


Fig. 1.— Appearance of 
patient, showing emaciation, 
generalized muscular atrophy 
and outline of enlarged 
spleen. 
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with further supportive treatment his condition improved rapidly 
and was uneventful thereafter. 

The spleen weighed 1,770 Gm. and measured 30 by 15 by 8 cm. 
(fig. 2). The external surface was mottled and gun metal gray. 
The capsule was thin. Over its surface were many small, 
fibrillar adhesions and irregular patches of fibrous tissue. Two 
irregular fibrotic areas, firm and brownish yellow, appeared 
to be infarcts. On cut section the splenic substance was uni- 
formly dark reddish gray. Malpighian elements and trabecula- 
tions were not conspicuous. The pulp was firm and did not 
scrape away. The consistency was rubbery resilient. The 
splenic artery and vein were normal in appearance. 

Microscopically the conspicuous features were the uniform 
dilated sinusoids containing scattered monocytes, large his- 
tiocytes and occasional polymorphonuclear leukocytes. The 
sinusoids, however, were relatively empty, their walls being 
lined with elongated or flattened cells. The intervening pulp 
spaces were quite cellular, with a predominance of monocytes, 
a few plasma cells and occasional polymorphonuclear leuko- 
cytes. Trabeculations were not increased and there was little, 
if any, excess fibrous tissue. Malpighian elements were of 
the usual size and architectural configuration. 

The small infarcted areas showed various stages of organi- 
zation, characterized by the presence of amorphous material 
containing cellular débris, poorly stained cells and polymor- 
phonuclear infiltration. Throughout the more fibrous portions 
of the infarct were noted brown pigmented monocytes, lympho- 
cytes, plasma cells, scattered histiocytes and large, pale, clear 
foam cells. 

Giemsa stain of the formaldehyde fixed material and Wright’s 
stain of impression smears showed many Leishman-Donovan 
bodies within the large monocytes (fig. 3). 

Histopathologic studies of the lymph nodes found at the 
hilus of the spleen were not remarkable except that Leishman- 
Donovan bodies were observed in many monocytes and reticulo- 
endothelial cells. 

On December 16 the patient was given 4 cc. of a 1 per cent 
solution of antimony and potassium tartrate intravenously, on 
the 18th 3 cc. of a 2 per cent solution and on the 20th 4 cc. 
of a 2 per cent solution. On December 21 he was given 0.2 Gm. 
of neostibosan intravenously and then 0.3 Gm. daily until the 
27th. From that date he was given 0.3 Gm. every other day 


— 


Fig. 2.—Enlarged spleen, weighing 1,770 Gm, 


until a total dosage of 4.7 Gm. of the drug had been admin- 
istered. The patient’s improvement was quite noticeable shortly 
after the institution of neostibosan therapy and was characterized 
clinically by an augmented appetite, normal temperature, gradual 
gain in weight and increase in sense of well-being. He was 
ambulant ten days postoperatively. The blood picture reached 
a stationary level with hemoglobin 90 per cent (14 Gm.), 
4,500,000 red blood cells per cubic millimeter, 9,400 leukocytes 
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per cubic millimeter, 50 per cent mature polymorphonuclear 
leukocytes and 2 per cent juvenile forms, 4 per cent eosinophils, 
42 per cent lymphocytes and 2 per cent monocytes. By January 
1945 the platelet count had risen to 150,000, the reticulocyte 
count was 1.1 per cent, clotting time was four minutes five 
seconds, bleeding time was three minutes fifty-five seconds, pro- 


hig. 3.—Leishman-Donovan bodies within enlarged monocyte. 


thrombin time was 95 per cent of normal control, hematocrit 
was 45 per cent and the sedimentation rate was 94 mm. 

Numerous blood smears for Leishman-Donovan bodies were 
negative. The formol-gel test, which was strongly positive 
at first, gradually became less so, and at the time of this writing 
it is only faintly positive. The plasma proteins were 7.8 Gm. 
per hundred cubic centimeters, albumin 1.6 Gm. per hundred 
cubic centimeters, globulin 6.2 Gm. per hundred cubic centi- 
meters and the albumin-globulin ratio 0.2. Urinary examina- 
tion was negative except for a faint trace of albumin. 


SUMMARY 


Kala-azar simulating splenic anemia was found in a 22 year 
old Italian enlisted man, who in all probability contracted the 
disease in Sicily. Following a presumptive latent period of 
two years the disease appeared with manifestations resembling 
an acute surgical condition of the abdomen.* Splenectomy was 
performed because of the patient's very poor progress and 
apparently hopeless prognosis, the mechanical abdominal dis- 
comfort, the undetermined cause of the splenomegaly and finally 
its possible therapeutic value. Histopathologic studies of the 
spleen showed the presence of Leishman-Donovan bodies, which 
were not found preoperatively in numerous examinations of 
the circulating blood and bone marrow. The patient’s post- 
operative course was uneventful and apparent recovery has 
been accomplished by the administration of neostibosan., 


ADDENDUM 

Since this article was submitted, the Army Medical Museum 
has reported that Leishman-Donovan bodies were found in the 
button bone biopsy which was done during the diagnostic course. 
It is stated, however, that their identity would have been ques- 
tionable without the knowledge of the fact that the patient had 
kala-azar. But they were present in the bone. Also in War 
Medicine, March 1945, there have been reported by Captains 
Joseph H. Burchenal, M. C., and Robert P. Woods, M. C., 
3 cases of kala-azar in American troops returning from over- 
seas, which serves to accentuate the warning as expressed in 
this report. 


3. Burke, E.: Abdominal Pain in the mH of Resid Kala-Azar, 
Tr. Roy. Soc. Trop. Med. & Hyg. 37: 441 (May) 1944 
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CARDIOVASCULAR 


AMERICAN HEALTH RESORTS 


THE PLACE OF SPA THERAPY 
THE TREATMENT OF CARDIO- 
VASCULAR CONDITIONS 


CARL R. COMSTOCK, M.D. 
SARATOGA SPRINGS, N.Y. 


IN 


These special articles on spa therapy and American health 
resorts were prepared under the direction of the Committee on 
American Health Resorts. The opinions expressed are those 
of the authors and do not necessarily reflect the opinion of the 
committee. These articles may be published later as a Hand- 
book on Health Resorts. 


“Though chronic disease frequently remains with 
the patient, its proper management and treatment often 
controls and nearly always slows the progress of the 
disease, and such treatment teaches the patient to 
accommodate himself to his physical limitations and 
to live a useful and happy existence without further 
injury. It also teaches him to increase the reserve of 
the handicapped functions. It makes clear to the 
patient the wisdom of utilizing fully such functions as 
have little or no handicap and reeducates him to get 
joy out of doing things which he can do rather than 
insisting on doing the things which he cannot do.” ! 

The problem of cardtov ascular disease is the largest 
in size in the field of chronic disease.” Vital statistics 
show that it leads all other causes of death in those 


over 45 years of age. The studies of the American 
Heart Association indicate that between 1.5 and 2 


per cent of the population of this country are afflicted 
with it in one form or another. In the attempt to 
ameliorate this situation there have been established 
a few private and public facilities organized as sana- 
toriums or as spas. My purpose in this paper 1s to 
create a clearer concept of what a spa as conducted in 
this country consists, how it functions, and what its 
relationships and availability are to the practitioner at 
large. 

The physical components of a spa which concerns 
itself largely with cardiovascular disease are pre- 
sumably well known to all physicians, but it might be 
well to visualize in a few words the essentials: reason- 
ably level, pleasant, spacious and partly wooded terrain, 
of not too great altitude and with a climate which for 
the greater part of the year is equable and moderate 
as to heat, cold and humidity ; accommodations for the 
varying social economic levels—accommodations which 
specialize in the particular needs of the patient ; facilities 
for physical therapy; suitable amusements and relaxa- 
tions. The concept should be one of pleasant and 
peaceful surroundings with the tempo of life slowed. 

With these tools at hand it is the purpose of the spa 
physician to establish a maximum of cardiac reserve 
and to teach the patient to live within his individual 
capacity. The opportunity created during a period of 
several weeks is exceptional in that the patient is seen 
daily and at some length. The physician learns in 
detail not only the physical | but the emotional ‘Status 


1. Wyckoff, John (dean of the Medical College, New York University): 
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of his patient and of almost equal importance the 
impact of his environment. An understanding of these 
factors points the way toward the solution of the prob- 
lem as far as it can be solved. 

It would perhaps be pertinent to emphasize the wis- 
dom on the part of the home physician in forwarding to 
the spa physician a summary of the case history with 
progress together with essential laboratory data, singe 
the spa physician is attempting to carry on in perhans 
greater detail and with more leisure the ideas and wishes 
of the home physician. A mutual understanding of 
what is to be undertaken is highly essential. This, 
however, does not preclude the necessity of a competent 
examination on the part of the spa physician, since it 
is more than a little difficult to get an adequate picture 
of the myocardial status from letters and laboratory 
reports, and the success of a regimen depends partic- 
ularly on a careful estimate of what the individual 
heart is capable and a goodly amount of supervision 
in the domg of it. Many changes and adjustments in 
detail take place during the program. 

Conceivably some misunderstanding might exist con- 
cerning the types of patient to whom the spa regimen 
1s sttited, and a word in the matter would seem war- 
ranted. He is ambulatory. He may have a mild de sree 
of congestive failure but no more, or a moderate devr ee 
of coronary failure. Often he is in that phase of cou- 
valescence between the end of hospitalization aud the 
return to routine. Frequently he has suffered a mild 
to moderate damage from coronary thrombosis. More 
often he is represented by the patient suffering from 
a coronary insufficiency gradually increasing we or 
the vears and who returns annually for a period o 
self discipline and reconditioning. lesser 
constitute the group afflicted by quiescent and compen- 
sated rheumatic heart disease, but by far the largest 
group suffer with hypertensive disease with varying 
degrees of myocardial damage. 

I’xperience has shown that patients with syphilitic 
heart disease do not do well, nor patients who are 
prone to frequent attacks, though often mild, of edema 
of the lungs. . 

It is more than likely that the physician referring 
a patient to a spa would for his own knowledge and 
for the sake of advice to his patient wish to have some 
concept of what constitutes a spa regimen. The gen- 
eral plan of treatment entails a fairly thorough organ- 
ization of the patient’s day and has to do largely with 
rest, exercise, diet and the teaching of a calm, philo- 
sophie outlook on life in general and on the cardio- 
vascular handicap in particular. Also it has to do with 
the matter of a mineral bath, the essence of which is 
carbon dioxide, an agent of considerable potency as a 
cardiac and respiratory stimulant and as a vasodilator. 

One considers the matter of rest first because it plays 
so large a part in the restoration of cardiac competence 
and in the retardation of the progress of cardiovascular 
disease. It conceives not only of physical rest but also 
of that state of emotional equilibrium which is well 
expressed by the term “calm philosophy of life.” It 
implies a controlled emotional state that permits true 
relaxation. It necessitates freedom from problems 
to be solved and from moral obligations to be met. It 
implies also suitable recreation, 

The amount of physical rest needed can be determined 
best by the status of the myocardium and its response 
to effort. It falls naturally into periods following major 
meals and varies in amount with the individual. ne 
or two hours after luncheon are particularly indicated 
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and often a half hour before dinner is advisable. A 
quiet period after the evening meal is essential, though 
it need not necessarily imply bed rest. Games which 
tend to excite or create problems are inadvisable during 
this period, since often they are conducive to poor sleep. 
Reading which can be given up easily and the enjoy- 
ment of music are most satisfactory. Eight to nine 
hours of sleep are desirable, and breakfast in bed is 
not only pleasant but frequently indicated. Often one 
day a week in bed is an excellent investment of time. 


EXERCISE 
About twenty years ago Sir James Mackenzie,’ in 
speaking of exercise in heart disease, postulated that 
“the guide in these persons is the patient’s response to 
effort. It may be taken for granted that effort which 
he performs with comfort is not harmful but beneficial, 
in the sense that exercise of the heart muscle within 
the limits of its power keeps the muscle in good con- 
dition.” More recently White,* his experience, 
states that “it is important generally to allow a patient 
with heart disease to take as much exercise as he reason- 
ably and safely can, with periods of rest, perhaps of a 
few days each, because it is physical exercise that helps 
to maintain a state of general good health, and undoubt- 
edly the proper functioning of the peripheral circulation 
resulting from reasonable exercise aids the heart in its 
work, The most practicable exercise is walking and 
this is also quite uniformly good ; it can be graded easily 
by three factors—distance, speed and grade (hill climb- 
ing). Nylin,® in a paper on physical exercise in cardiac 
conditions, has put the matter of exercise in a most 
satisfactory manner. He states that “best results are 
obtained where there is a correct proportion between 
the demand of the exercise on the heart and the degree 
of cardiac reserve power.” It is acceptable, then, that 
the cardiovascular system is benefited by that amount of 
exercise which it can undertake without embarrassment, 
for it is altogether conceivable that the myocardium will 
find itself in the same status as the general musculature. 
The exercise which may be prescribed by the spa 
physician will fall under two types—active or passive— 
and depends on the status of the individual myocardium. 
Although difficult to demonstrate by controlled experi- 
ment, it is generally accepted that active or voluntary 
exercise is of more benefit than is any passive or 
involuntary form and is the type of choice when circum- 
stance permits. Of all forms of active exercise walk- 
ing, as has been stated by White, lends itself most 
easily to graded work. Golf on level and short courses 
often gives point and pleasure to the treatment, as do 
other suitable forms of recreational activity such as 
croquet. Passive exercise is most often applied as 
massage, frequently combined with passive movements 
of flexion, ‘extension, rotation and circumduction of the 
limbs. 
DIET 
It is desirable to eliminate the unnecessary burden of 
obesity to the degree to which reduction is consonant 
with the safety of the individual. The stay at a spa 
creates an excellent opportunity to effect this when 
indicated, which is rather frequently. In any event 
simple foods, properly prepared and in moderate 
amount, are a basic part of the regimen. Ample pro- 
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vision is made for special types of diet as required when 
the complication of diabetes or gout exists for instance. 
By and large the tendency is to restrict fluids to 3 or 
4 pints daily and to keep salt moderately low. 


THE CARBON DIOXIDE BATH 

The physiologic effect of the carbon dioxide bath 
has been studied extensively during the past twenty 
years and considerable information on the response of 
the body to it has been accumulated. Professor Franz 
M. Groedel® has reviewed the subject recently, and 
studies by Dr. Walter S. McClellan* at the Saratoga 
Spa have summarized our limited knowledge: “The 
physiological observations of the influence of the CO, 
baths show a decrease in the pulse rate and increase 
in the pulse pressure dependent mainly on a drop of 
the diastolic pressure, a better emptying of the venous 
blood vessels, a hyperemia with increased capillary 
circulation, a slightly elevated minute volume output 
of the heart, an increase in respiration and elimination 
of large quantities of the CO, through the lungs.” 
Claims beyond these cannot be accepted as conclusive 
until research now in progress has clarified and sub- 
staritiated them. 

A rare opportunity to teach a suitable conduct of 
life for the individual is present during the stay at a 
spa, for by the end of several weeks’ observation of 
response to the regimen and especially to effort the 
physician there should have fairly concrete data on 
which to advise the patient. Education concerning the 
“red flags” is particularly indicated, and of these that 
of a sense of exhaustion is emphasized particularly. 
Shortness of breath or precordial distress is less often 
passed over lightly by the patient. Emotional stability 
is stressed. A sense of humor, a calm and somewhat 
fatalistic philosophy and emphasis on the things which 
the patient can do, rather than on those he cannot— 
all of these are much dwelt upon. He is urged to keep 
as physically fit as his capacity permits. By learning 
his problem and facing it squarely he gains not only the 
conquest of fear but a way of life. 


Council on Pharmacy and Chemistry 


REPORTS OF THE COUNCIL 
The Council has authorized publication of the following state- 
ment, Austin Situ, M.D., Secretary. 


DANGERS FROM THE EXTERNAL USE 
OF SULFONAMIDES 


Frequent mention has been made of the dangers from the 
external use of the sulfonamides. Almost two years ago the 
Council adopted for publication (Tue Journar, Oct. 16, 1943, 
p. 411) a statement reviewing the status of the local use of 
the sulfonamides and warned against indiscriminate use. Since 
that time other warnings have appeared. Abramovitz! reviewed 
the dangers inherent in the local use of the sulfonamide com- 
pounds which apply not only to the skin but to the ear, eye, 
nose and even to prolonged dusting or packing in cavities. 
Abramovitz, however, thinks that the latter mode of adminis- 
tration provides fewer possibilities of later reactions. 

The frequency of reactions is difficult to estimate, as probably 
many cases have never been reported. However, several signifi- 


6. Groedel, F. M.: 

7. McClellan, W. S.: 

1. Abramovitz, E. W. : 
Compounds, Arch. Dermat. 


Arch. Phys. Therapy 
Internat. Clin. 1: 199 (March) 1937. 
Hazards of the External Use he Sulfonamide 
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cant studies have been made. Darke? reported sensitization 
in 5.5 per cent of 218 minor surgical patients treated with 

5 per cent sulfathiazole cream. Dermatologists are seeing many 
such cases, and recent conversation with an ophthalmologist 
revealed that an increasing number of cases of sensitivity to 
sulfonamides are being seen by men in that field. Downing * 
observed 300 serious cutaneous reactions where sulfonamides 
had been used in industrial dermatitis. J. H. Schwartz of 
Boston, in discussing the Abramovitz paper, reported that a 
man who used “nose drops” containing sulfonamides later con- 
tracted pneumonia and received sulfonamide therapy. A severe 
exfoljative dermatitis and anuria developed and the patient died. 
A member of the Council has likewise seen a death under even 
as bizarre conditions. 

The type of cutaneous reaction varies greatly. It may be 
simply a local fixed reaction or there may be a generalization 
or an exfoliative dermatitis. The process may be further com- 
plicated because of the photosensitization that the patient 
develops. Relapses are not uncommon, and with scalp involve- 
ment there may be temporary loss of the hair. Most of the 
cases seen by dermatologists do not result from medication 
prescribed by the physician. Usually the patient has purchased 
freely a sulfonamide cream preparation for a skin disorder. 
Bloom read a paper before the Section on Dermatology of 
the New York State Medical Society and introduced a resolu- 
tion strongly disapproving the indiscriminate use of the sulfon- 
amide drugs in relatively harmless disorders of the skin and 
recommending that the society condemn the use of prepared 
dressings containing sulfonamides which are sold promiscuously 
to the public. The Department of Health of the City of New 
York on Aug. 31, 1943 amended section 118 of the Sanitary 
Code to require a physician's prescription for sulfonamide drugs 
not only for internal use but for external use whether they are 
made available in the form of powders, ointments or sprays. 

The therapeutic value of the sulfonamide compounds is well 
established, but they are undoubtedly often being used care- 
lessly for skin lesions. Their use on the skin for ordinary skin 
disorders should be frowned on. Other measures should be 
employed first; then if local sulfonamide therapy is necessary it 
should not be continued for a period longer than five days 
because of the danger of sensitization of the patient. Further, 
such therapy should be employed only under a_ physician's 
direction. 

One of the Council members who was on active service in 
the North African theater of operations has informed the 
Council concerning the strong recommendations which were 
issued by himself and a consulting physician against the local 
use of sulfonamide creams in the treatment of superficial skin 
infection. The recommendations were based on experience 
gained in this theater. The rate of sensitization from = such 
creams appears to be far higher than that observed following 
the oral use of the drug. This bears special significance when 
it is realized that the value of such creams in superficial skin 
infections under ordinary conditions of use 1s so limited that 
their routine use is not warranted. According to the Council's 
informant, the local use ot sulfonamide powders was not recom- 
mended except in perforating wounds of the abdomen. In this 
condition sulfanilamide is instilled in the peritoneal cavity and 
the procedure is considered an aid in reducing infection and a 
life saving measure. 

Special attention should be given to the possible dangers that 
exist in pediatric practice, e. g. the possibility of harmful results 
following the routine use of suspensions of sulfonamides for the 
prevention of impetigo in nurseries. 

There are real dangers from the external use of the sulfon- 
amides, and such use should be limited to a comparatively few 
skin disorders which may be effectively treated by a_ sulfon- 
amide preparation. Only a physician can determine the con- 
dition most likely to respond, and even he should exercise 
careful judgment in prescribing and using a sulfonamide oint- 
ment, emulsion or other preparation. Claims supporting their 


2. Darke, R. A.: Sensitivity to Topical Application ot Sulfathiazole 
Ointment, J. A. M. A. 124: 403 (Feb. 12) 1944. 

3. Downing, J. G.: Dermatophytosis and Occupational Dermatitis, 
J. A. M. A. 125: 196 (May 20) 1944 

4. Bloom, D.: The Danger of Cutaneous Reactions to Sulfonamides, 
New York State J. Med. 43: 1499 (Aug. 15) 1943. 
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value in “nose drops” and other similarly exploited preparations 
remain to be generally supported. Certainly there does not 
seem to be sufficient evidence to justify over the counter sale 
of any sulfonamide preparation, while on the other hand there 
is adequate evidence concerning the dangers of promiscuous use. 


Council on Foods and Nutrition 


ACCEPTED FOODS 


The following additional foods have been accepted as conform- 
ing to the Rules of the Council on Foods and Nutrition of the 
American Medical Association for admission to Accepted Foods. 


Grorce Anperson, M.D., Secretary. 


PREPARATIONS USED IN THE FEEDING’ OF 
INFANTS (See Accepted Foods, 1939, p, 156) 


Beech-Nut Packing Company, Canajoharie, N. Y. 


Beecu-Nut Junior Foops Cuicken Soup with VEGETABLES, con- 


sists of chicken broth, water, farina, carrots, celery, chicken meat, salt, 
onion and yeast. 


Analysis (submitted by manufacturer).—Total solids 12.30%, moisture 
(by difference) 87.70%, ash 1.39%, fat (ether extract) 


1.72%, protein 
(N xX 6.25) 3.15% 


, crude fiber 0.59%, carbohydrates other than crude 
fiber (by difference) 5.45%, calcium (as Ca) 0.019%, phosphorus (as P) 
0.027%, iron total 0.49 mg. per hundred grams, iron “available”? (bipyridyl 
method) 0.38 mg. per hundred grams, copper (McFarlane method) 0.06 
mg. per hundred grams. 


Calortes.-14 per ounce; 50 per hundred grams. 


Vitamins.— Vitamin equivalent. 


.640 U.S. P. units per hundred grams 


Thiamine feeecteetwaseecess 0.035 mg. per hundred grams 
0.8 mg. per hundred grams 
0.038 my. per hundred grams 
...0.45 mg. per hundred grams 


Beech-Nut Packing Company, Canajoharie, N. Y. 


Beecu-Nur Strainep CnHicken Soup WITH VEGETABLES, consists of 
chicken broth, water, farina, carrots, celery, chicken meat, salt, onion and 
yeast. 

Analysis (submitted by manufacturer).—Total solids 10.42%, moisture 
(hy difference) 89.58%, ash 1.49%, fat (ether extract) 1.35%, protein 
(N & 6.25) 1.91%, crude fiber 0.17%, carbohydrates other than crude 
fiber (by ditference) 5.50%, calcium (as Ca) 0.036%, phosphorus (as P) 
0.016%, iron total 0.69 mg. per hundred grams, iron “available” (bipyridyl 
method) 0.62 mg. per hundred grams, copper (McFarlane method) 0.17 
mg. per hundred grams. 

Calories.—-11.9 per ounce; 42 per hundred grams. 

Vitamins.—Vitamin A equivalent. .500 U.S. P. units per hundred grams 


0.042 mg. per hundred grams 
08008 0.050 mg. per hundred grams 
0.57. mg. per hundred grams 


Beech-Nut Packing Company, Canajoharie, N. Y. 

Berecu-Nut STRAINED PUMPKIN, 

Analysis (submitted by manufacturer).—Total solids 7.06%, moisture 
(by difference) 92.94%, ash 1.23%, fat (ether extract) 0.37%, protein 
(N & 6.25) 0.45%, crude fiber 0.70%, carbohydrates other than crude 
fiber (by difference) 4.31%, calcium (as Ca) 0.047%, phosphorus (as P) 
0.016%, iron total 0.35 mg. per hundred grams, iron “available” (bipyridyl 
method) 0.23 mg. per hundred grams, copper (McFarlane method) 0.06 
mg. per hundred grams, 

Calories.—6.2 per ounce; 22 per hundred grams. 

Vitamins.— Vitamin A eneeeuen 2,530 U.S. P. units per hundred grams 


Thiamine ....... -enekawa 0.013 mg. per hundred grams 
Ascorbic acid ..............2.8 mg. per hundred grams 
..0.045 mg. per hundred grams 
544% 0456604 0.51 mg. per hundred grams 


Beech-Nut Packing Company, Canajoharie, N. Y. 


Beecu-Nur STRAINED PUMPKIN AND SQUASH, consists of pumpkin and 
squash. 

Analysis (submitted by manufacturer).—Total solids 6.81%, moisture 
(by difference) 93.19%, ash 1.10%, fat (ether extract) 0.58%, protein 
(N & 6.25) 0.45%, crude fiber 0.62%, carbohydrates other than crude 
fiber (by difference) 4.06%, calcium (as Ca) 0.050%, phosphorus (as P) 
0.012%, iron total 0.44 mg. per hundred grams, iron ‘available’ (bipyridyl 
method) 0.35 mg. per hundred grams, copper (McFarlane method) 0.06 
mg. per hundred grams. 


Calories.—6.5 per ounce; 23 per hundred grams. 


Vitamins.—Vitamin A equivalent.1,850 P. units per hundred grams 
3.7 mg. per hundred grams 
0.046 mg. per hundred grams 
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SATURDAY, AUGUST 4, 1945 


DENGUE VACCINE 

Thanks to the heroic cooperation of inmates of the 
New Jersey State Prison, who volunteered without 
offer of reward to sérve as subjects for numerous inocu- 
lations with virus, Sabin and his associates? of the 
Army Epidemiological Board announce the develop- 
ment of a promising new vaccine for dengue fever. 

In 1928 Manoussakis? found that dengue virus 
(infective human serum) which had lost its patho- 
genicity as a result of irradiation, heating or prolonged 
storage would not protect nonimmune human beings 
against subsequent inoculation with fully virulent dengue 
virus. He concluded that inoculation with a nonviable 
dengue vaccine was without promise as a prophylactic 
measure. Blane and his associates * of the Hellenic 
Pasteur Institute subsequently found that repeated 
vaccination with a dengue vaccine (infectious serum) 
attenuated by the addition of 5 to 8 per cent bile con- 
fers an effective immunity. The virus-bile mixture, 
however, lost all traces of its immunizing power within 
fifteen minutes after preparation. Such an unstable 
vaccine was of little practical promise. Equally unsuc- 
cessful attempts to prepare an attenuated vaccine were 
made with individual bile salts, formaldehyde, chloro- 
form, phenol and other chemical agents. 

These earlier failures narrowed the search for a prac- 
tical dengue vaccine to the possibility of developing a 
natural human virus of sufficiently low virulence or an 
antigenically similar virus from lower animals. Evidence 
was not available, however, that any wild or domestic 
animal contracts dengue naturally during an epidemic, 
in spite of the probability that many are bitten by infec- 
tive mosquitoes. Attempted experimental inoculation of 
domestic animals also gave negative results. Guinea 
pigs inoculated intraperitoneally with massive doses of 
infected human blood may at times harbor the virus 
for as long as nine days without febrile response or 


1. Sabin, A. B., and Schlesinger, R. W.: Science 101; 640 (June 
22) 1945.- 

2. Manoussakis, E.: Bull. Soc. path. exctique 21: 200, 1928. 

3. Blanc, G., and Caminopetros, J.: Ann de I'Inst. Pasteur 44: 367, 
1930. 
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other evidence of illness. Inoculation from these animals 
into other guinea pigs, however, failed to show a con- 
tinuation of the cryptic infection. 

In 1931 Dinger * attempted without success to propa- 
gate the dengue virus by intracerebral inoculation into 
young mice, using infective human serum as the inocu- 
lum. In the New Jersey prison experiments this technic 
was varied by inoculating young mice intracerebrally 
with an ultracentrifuged concentrate of such serum, 
this concentrate containing approximately 10 million 
minimum human infective doses per cubic centimeter. 
Qn the first attempts only 10 to 20 per cent of the 
inoculated Swiss mice exhibited clinical signs of infec- 
tion and then only after an incubation period of nearly 
four weeks. 

Serial passage was accompanied from these few first 
generation mice, 0.2 cc. of a 5 per cent centrifuged sus- 
pension of brain and cord being used as the inoculum. 
As a result of murine serial passage there was a definite 
increase in the virulence for mice of the dengue virus. 
sy the sixth passage the incubation period had been 
reduced to two weeks, and the incidence of fatal 
paralysis increased to approximately 60 per cent. 
By the ninth passage the fatalities were still further 
increased to 90 per cent and by the fifteenth passage 
to 100 per cent. 

The virus, however, did not acquire a pathogenicity 
for cotton rats, guinea pigs, hamsters or rabbits. Its 
human pathogenicity was greatly reduced. Up to the 
fifth passage 0.2 cc. of a 1:1,000 dilution of centri- 
fuged mouse brain and cord suspension produced skin 
lesions at the site of intracutaneous injection in human 
volunteers. This was followed six to nine days later 
by fever, maculopapular and petechial rash, leukopenia 
and enlargement of certain lymph nodes.  Infective 
concentrations of the virus were demonstrable in the 
blood of the inoculated volunteers, and transmission Dy 
Aedes aegypti mosquitoes was accomplished. A solid 
convalescent immunity to subsequent infection with 
fully virulent dengue virus invariably followed this 
inoculation, 

By the tenth passage subcutaneous injection of fifty 
times this routine dose usually gave rise to no systemic 
reactions in the human volunteers, there being at most 
only a slight fever without headache or malaise lasting 
less than twenty-four hours. When the same multiple 
dose was given simultaneously or mixed with the regu- 
lar U. S. Army dose of yellow fever vaccine, even these 
occasional symptoms were rarely noted, presumably 
because of the well known “interference phenomenon” 
between heterologous viruses. All human volunteers 
inoculated with the practically avirulent tenth mouse 
passage dengue virus acquired a solid immunity against 


4. Dinger, J. E., and Snijders, E. P.: Arch. f. Schiffs: u. Tropen- 
Ilyg. 353: 498, 1931. 
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subsequent inoculation with fully virulent virus or to 
bites of mosquitoes from a batch of mosquitoes demon- 
strably infective to nonimmune human_ volunteers. 
Volunteers immunized with the combined dengue-yellow 
fever vaccine also developed neutralizing antibodies for 
the yellow fever virus. 

From these preliminary successes Sabin concludes 
that mouse adapted dengue virus could be used safely 
and effectively as a prophylactic vaccine against dengue 
fever. Whether or not a polyvalent vaccine would be 
required has not yet been determined. If this murinized 
dengue vaccine proves clinically successful, the War 
Department would be fully justified in awarding suit- 
able recognition to each inmate of the New Jersey State 
Prison who volunteered for the experimentation. 


MUSCLE SPASM IN POLIOMYELITIS 

Still in the field of controversy is the concept that 
spasm in the antagonists of muscles weakened by poliv- 
myelitis is the damaging symptom. The use of the 
Kenny technic for combating this symptom relieves 
pain and stiffness. Many observers have reported that 
this method minimizes deformities and the degree of 
paralysis. ‘These observations have tended to discour- 
age passive splinting and to promote active treatment 
in the acute stage of the disease. 

Muscle spasm can be studied by physical methods 
in which the personal or subjective element is largely 
eliminated. Extremely minor contractions of muscle 
in situ can be recorded by action currents. A particular 
pattern of action current records is established as defi- 
nite evidence of muscle spasm. For purposes of record- 
ing, spasticity in a muscle can be evoked by a sudden 
stretching of the muscle. Schwartz and Bouman ! made 
oscillographic records of muscle action in 7 cases of 
poliomyelitis, in 3 with spastic paralysis and in 3 normal 
subjects. In poliomyelitis, spasticity of the muscles was 
found not only in the antagonist of the weakened muscie 
but also in the weakened muscle itself and in muscles 
in parts of the body in which clinical symptoms of the 
disease are not evident. They concluded that the spas- 
ticity is reflex and is not present in the completely 
paralyzed muscle. The investigators were not able to 
say whether the spasticity is actually responsible for 
weakening of the muscle or whether it is a phenomenon 
which is merely another consequence of the discase. 

Watkins, Brazier and Schwab,’ in their electromyo- 
graphic studies of 11 cases of polioniyélitis over a period 
of two years, found that the term “muscle spasm’’ is 


1. Schwartz, R. P., and Bouman, H. D.: Muscle Spasm in the Acute 
Stage of Infantile Paralysis, J. A. M. A. 119: 923 (July 18) 1942. 

2. Watkins, A. L.; Brazier, Mary A. B., and Schwab, R. S.: Con- 
cepts of Muscle Dysfunction in Poliomyelitis, J. A. M. A. 123: 18 
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inadequate to describe the complexity of this condition, 
which is revealed by electromyography. In the acute 
stage only muscles with some degree of paralysis dis- 
charge electrical potentials at rest; these electrical 
abnormalities are not correlated with the presence of 
clinical “spasm.” They state further that the concept 
of “mental alienation” did not contribute to the explana- 
tion of paresis in their cases, since objective signs of 
a disease process were always present in the paretic 
antagonists of muscles in “spasm.” They conclude 
that the only one of the three concepts of Kenny upheld 
by their objective measurements is that of “incoordina- 
tion,” although the term is misleading. They have 
demonstrated not only simultaneous activation of 
protagonists and antagonists but also intermittent syn- 
chrony of individual discharges from opposing muscles, 
such as is found in peripheral nerve injuries during 
regeneration of axons. They believe that the term 
“disordered reciprocal innervation” is a more descrip- 
tive term for this type of dysfunction. 

A more recent study by Watkins and Brazier * was 
concerned with the effect of various forms of thermal 
therapy and of neostigmine on muscle spasm as recorded 
by the standardized electromyographic method. These 
investigators studied the effect of a single application 
of a therapeutic agent on muscle spasm during the first 
weeks of the disease. The degree of spasm was mea- 
sured by the voltage of the electrical, potentials dis- 
charged by the muscles on passive stretching. On each 
test day a number of control observations were made on 
every muscle before the therapeutic procedures were 
begun. The methods investigated were twenty minute 
applications of the Kenny type of hot packs, infra-red 
irradiation, luminous heat, short wave diathermy by 
induction technic and intramuscular injection of 1.6 mg. 
of neostigmine methylsulfate. They found that single 
application of hot packs, infra-red irradiation and 
diathermy were without effect on the muscle spasm. 
Luminous heat and neostigmine caused a decrease in 
spasm of approximately 25 per cent. ‘This degree «if 
change was not great enough to indicate a_ specific 
effect on spasm. Further studies on repeated use of 
a single method of treatment will be necessary for final 
evaluation. 

Solution of the problems presented by the symptoms 
of poliomyelitis will probably come through the corre- 
lation of objective investigations with clinical observa- 
tions rather than from clinical observations alone. ‘The 
newer mechanical methods of study emphasize the great 
importance of research designed to eliminate the sub- 
jective factors in evaluating symptoms or their relief. 


3. Watkins, A. L., and Brazier, Mary A. B.: Observations on Muscle 
Spasm in Poliomyelitis: Electromyographic Studies on the Effect of 
Various Forms of Thermal Therapy and of Prostigmine, Arch. Phys. Med. 
26: 325 (June) 1945. 
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Current Comment 


HOSPITAL PROGRESS ANNIVERSARY 


With a silver cover [Hospital Progress, the official 
journal of the Catholic Hospital Association of the 
United States and Canada, celebrates a silver jubilee 
in May 1945. Conspicuous is the high tribute paid 
by many leaders in the medical and hospital fields. 
During the twenty-five years celebrated by this pub- 
lication the growth and development of the Catholic 
hospitals, the quality of the service that they render, 
the spiritual ideals that they foster in the maintenance 
of health and medical care, have been an inspiration 
to every one in the field of medicine. All who are 
familiar with the nature of man and with a knowledge 
of disease recognize the important part played by the 
environment and by personal contacts in the rendering 
of care to the ailing human being. The_loss of this 
important factor for recovery would be a disaster to 
medical science. Many of the articles in this issue 
of Hospital Progress are a pledge for the continuous 
maintenance of the self-sacrificing personal and spiritual 
service given by these institutions not only to the people 
of Catholic faith but to all the people of the United 
States. [Especially noteworthy also in this large special 
issue is the cleanliness of the medical advertising—free 
from the advertisements of nostrums, bogus devices or 
any of the other forms of charlatanism that still pervade 
the pages of some publications in the field of medicine. 
THE JOURNAL OF THE AMERICAN MEbDICAL Assocta- 
TION, soon to celebrate the one hundredth anniversary 
of the American Medical Association, congratulates a 
contemporary on twenty-five years of which it may 
well be proid. 


THE MATERNAL AND CHILD WELFARE 
ACT OF 1945 

Senator Pepper of Florida on July 26, for himself 
and nine other members of the Senate Committee on 
education and Labor, introduced S. 1318 to provide for 
the general welfare by enabling the several states to 
make more adequate provision for the health and wel- 
fare of mothers and children and for services to crippled 
children and for other purposes. Joining Senator Pep- 
per in sponsoring this legislation were Senator Walsh 
of Massachusetts, Senator Thomas of Utah, Senator 
Hill of Alabama, Senator Chavez of New Mexico, 
Senator Tunnell of Delaware, Senator Guffey of Penn- 
sylvania, Senator LaFollette of Wisconsin, Senator 
Aiken of Vermont and Senator Morse of Oregon. 
The bill was referred to the Senate Committee on 
Education and Labor. It will authorize an appropria- 
tion of $100,000,000 for the fiscal year ending June 30, 
1946: $50,000,000 for maternal and child health ser- 
vices, $25,000,000 for services for crippled children, 
$20,000,000 for child welfare services and $5,000,000 
for expenses necessary to enable the Children’s Bureau 
to administer the provisions of the bill. Thereafter 
such sums will be made available as the Congress shall 
decide. Apparently any person under 21 years of age 
is to be considered a child within the meaning of the 


COMMENT 
provisions of this bill, with respect both to the con- 
templated program for maternal and child health ser- 
vices and to the contemplated program for crippled 
children. Services will be made available to all who 
elect to participate in such a program, irrespective of 
financial status, race, creed, color or national origin. 
Beneficiaries will be permitted to select the physician, 
hospital, clinic or health agency of choice from among 
those that meet prescribed standards. The bill pro- 
vides that the physician, hospital, clinic or health ser- 
vice agency selected may refuse to accept the ease. If 
the beneficiary does not exercise his right to make a 
selection, the state plan must set forth the method by 
which care will be made available. Payments to indi- 
vidual physicians will be on a “per capita, salary, per 
case or per session basis’’ or, in the case of consultations 
or emergency visits, on a fee-for-service basis. A state 
plan must provide for a general advisory council and 
for technical advisory committees. On a federal level 
there will also be advisory committees with which the 
Children’s Bureau will be required to “consult.” This 
would seem to be an effort to extend and expand the 
MIC program after the termination of the war. <A 
detailed analysis of the provisions of the bill will be 
published in an early issue of THe JOURNAL, 


CALCIUM CONTENT OF TISSUES 

Administration of the relatively insoluble drugs such 
as sulfaguanidine and succinylsulfathiazole reduces the 
synthesis of various vitamins and possibly amino acids 
by the intestinal bacteria. Pilgrim and Elvehjem ' have 
recently demonstrated that the feeding of succinylsulfa- 
thiazole to rats is followed by an accumulation of cal- 
cium in the livers of the animals that receive the drug 
for two to twelve weeks. Since microscopic studies 
indicated that there was not an increased deposition of 
inorganic calcium salts, the increased calcium could not 
be due to calcification following necrosis. Livers of rats 
with the increased calcium content showed in addition 
approximately 50 per cent increase in weight over those 
of the control animals, an observation which had been 
made earlier in animals receiving various sulfonamides. 
The administration of a solubilized liver concentrate for 
ten to forty days along with the sulfonamide reduced 
the high calcium content of the livers but did not reduce 
the calcium content of normal livers. In the case of 
sulfadiazine there may be an increased calcium content 
of the kidney, but this is believed to be due to the 
deposition of the insoluble acetyl derivative of the drug, 
which causes irritation and resulting calcification. The 
high calcium content of the liver is not believed to be 
caused by a similar mechanism but thought to be pri- 
marily a metabolic defect, since the sulfonamide which 
produced this condition most consistently was succinyl- 
sulfathiazole, the least readily absorbed of drugs of the 
sulfonamide type. Furthermore, the changes can be 
remedied by feeding a liver concentrate which is known 
to be rich in nutritional factors. 


1. Pigrim, F. J., and Elvehjem, C. A.: 
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MEDICINE AND THE WAR 


ARMY 


ARMY NOW RELEASING MEDICAL 
OFFICERS 


Approximately 900 medical ‘me officers have been relieved 
from the Army since Jan. 1, 1945 and approximately 7,000 
more will be released during the next nine months, the War 
Department recently announced. One thousand medical corps 
officers have been requisitioned from Europe for return to the 
United States during June and July to relieve a shortage of 
doctors in tiie army hospitals in this country, to relieve doctors 
who have not had overseas service and to increase the rate of 
the return of doctors to civilian practice. During the past 
six months the patient load in army hospitals in the United 
States has doubled. 

There will be an initial 
lag in the discharge of 


TRANSPORTATION OF WOUNDED 


The War Department recently announced that well over a 
million trips involving multimillions of miles had been made by 
some 510,000 wounded or sick soldiers between November 1942 
and June 30, 1945. Of the 510,000 patients approximately 81,000 
were flown to inland hospitals by the Air Transport Command 
from airports of debarkation. Of the more than 426,000 patients 
returned by ship, about 346,000 came by transport and nearly 
81,000 by the Transportation Corps’ twenty-three U. S. Army 
hospital ships and three other hospital ships operated by the 
Navy for the Army. Another 84,000 were returned by air. 
During the first six months of 1945 the army used 251 army 
owned hospital cars, making them do the work of 3,804 Pull- 

mans which otherwise 


medical officers over other 
officers because sick and 


would have had to be em- 
ployed. By August it is 


wounded soldiers remain 
in hospitals long after 
battles are over. Provi- 
sion is made, however, for 
their release as soon as 
possible. The peak load 
of patients in army gen- 
eral and convalescent hos- 
pitals in the United States 
is not expected to be 
reached before late this 
fall, assuming that the 
present casualty rate im 
the Pacific continues. 
The plans to discharge 


DISCHARGE OF MEDICAL OFFICERS 
OF THE ARMY 


The Office of the Surgeon General of the Army 
expects to announce next week a detailed statement 
of the policy that will prevail regarding the discharge 
of medical officers. An adjusted service point system 
is being established which will guide the determination. 
It is understood that the age, the nature of the service 
rendered, the extent of service abroad and similar 
factors will be taken into account. A statement in 
TIME magazine to the effect that “Army doctors with 
little or no prospect of being mustered out were those 


expected to add 69 new 
unit-type cars to increase 


the fleet to 320. In addi- 
tion to these, the Army 
has 60 medical kitchen 


cars which are used on 
long hospital train move- 
ments. 

Major Gen. C. P. 
Gross, chief of transpor- 
tation, Army Service 
Forces, stated that the 
army's hospital cars were 
not enough to handle all 
patients and, conse- 
quently, for the first six 


medical officers will take 
into consideration such 
factors as requirements 
ot the service and of 
civilian population, ad- 
justed service ratings of 
the individual officers and 
their own desires for re- 


any foundation in fact. 


already in the Pacific area (especially men in some the 
much needed specialty like psychiatry”) is said by the 
Office of the Surgeon General to be absolutely without 


months of this year alone 
Army was forced to 
enlist the aid of the rail- 
roads in obtaining 5,978 
Pullmans, 884 of them for 
use in June. 

While being carried by 


lease or retention. 

The redeployment of medical officers from Europe to the 
Pacific for relief and return of doctors in that theater, although 
being expedited, is still a time consuming operation and must 
necessarily be geared with the entire redeployment and read- 
justment program. For example, the medical officers now in 
Europe who are available and eligible for return to the United 
States must be given leave and must be assigned to stations 
here, redeployed or discharged. Medical officers in the Pacific 
cannot be returned until replacements are available. 


MEDICAL PERSONNEL ENTER STALAG VI 


The 515th Medical Clearing Company, under the command 
of Major Henry L. Harrell, and two officers and eighteen 
enlisted men from the 118th evacuation hospital were the first 
medical personnel to enter Stalag Vi, at Hemer, Germany. 
Over 20,000 prisoners, all undernourished, and 4,000 patients in 
the Stalag Hospital were found. There were no sanitary facili- 
ties, tuberculosis was rampant and there were many cases of 
typhus. All prisoners were infested with lice. A sanitary 
detail, a delousing detail and other details necessary for estab- 
lishing order from chaos were immediately organized. All of 
the 20,000 prisoners were deloused by the men of these medical 
units, using DDT powder. Two new hospitals were organized 
and staffed with personnel from the 515th Clearing Company. 
Eight other hospitals with German patients were supervised 
by officers and men from the company. The three medical 
administrative officers of the company were responsible for the 
records and supplies for all these hospitals. 


rail, patients are cared for 
by staff of doctors, 
nurses and medical technicians trained by the Office of the 
Surgeon General and made available to the various service 
commands, “Convoy personnel” of this type is made available 
for moves of from 1 patient to a hospital train of patients. The 
volume of convoy personnel for the first six months of this 
year was 54,663, of which 10,235 were for June alone. 

General Gross said that by August all transportable patients 
should have been returned to the United States from England. 


— 


ARMY AWARDS AND COMMENDATIONS 


Major Carl T. Javert 


The Soldier’s Medal was recently awarded to Major Carl T. 
Javert, formerly of New York. The citation read “for heroism 
at great risk of life in Italy. On April 9, 1945 an ammunition 
ship loaded with aerial bombs exploded in a harbor in Italy, 
and Major Javert immediately rushed to the scene. Heedless 
of great danger, he set upon the dangerous and extremely difh- 
cult task of rendering first aid and extricating wounded per- 
sonnel from the demolished buildings about the perimeter of 
the explosion. In one instance, using an improvised crow bar 
and sledge hammer, he extricated a seaman from beneath a 
heavy locker and heavy beams of masonry. Several others were 
likewise extricated and removed and their lives saved, despite 
a raging warehouse fire which set off repeated hails of small 
arms ammunition which flew about the scene of rescue. Minor 
explosions also rocked the partly demolished building, causing 
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showers of débris and masonry to fall about him. By his out- 
standing leadership, humanity, courage and devotion to duty, 
despite grave hazards and multiple threats to his safety, Major 
Javert reflects great credit on himself and on the armed forces 
of the United States of America.’ Dr. Javert graduated from 
the University of Buffalo School of Medicine in 1932 and 
entered the service Aug. 19, 1942. 


Colonel Bradley L. Coley 

The Legion of Merit was recently awarded to Col. Bradley 
L. Coley, formerly of New York. According to the citation 
“He performed outstanding services as surgical consultant of 
the Eighth Service Command from July 1942 to February 1945. 
He assisted in organizing the surgical service of one hundred 
and five hospitals, choosing personnel with unusual keenness and 
assigning them to positions where their talents were used with 
maximum effectiveness. He overcame handicaps coincident with 
establishing medical installations and built the command's surgi- 
cal service to a high level of efficiency, starting with meager 
facilities and limited personnel. With unusual ability and 
resourcefulness he dealt with other branches of the Army. He 
tirelessly devoted his great knowledge of surgery to providing 
exceptional surgical care for troops in the command and to 
preparing many highly trained surgical officers for duty in 
theaters of operations. By his unfailing tact, judgment and 
administrative skill he was in great measure responsible for the 
excellent record made on the surgical service of the Eighth 
Service Command.” Dr. Coley graduated from Columbia Uni- 
versity College of Physicians and Surgeons, New York, in 1919 
and entered the service June 1, 1942. 


Major John C. Angley 

The Bronze Star was recently awarded to Major John C. 
Angley, formerly of Bryantville, Mass., for “meritorious service 
in support of combat operations during the period April 1, 1944 
to Nov. 15, 1944 in Italy, Corsica and Sardinia. During this 
period Major Angley supervised malaria control activities for 
the army air forces and in this vital mission noteworthy success 
was achieved. This was due largely to his unceasing efforts 
and conscientious attention to the most minor details. It was 
imperative that the incidence of malaria and other insect borne 
diseases be held to an absolute minimum in units of the Twelfth 
Air Force to insure successful support in the invasion of south- 
crn France. These units, along with units of the Fifteenth Air 
Force, were stationed in some of the most highly malarious 
areas in the world, and the coordination, education and labor 
instigated and carried out by Major Angley required excep- 
tional professional and executive abilities, plus the willingness 
to work many long hours. These qualities were responsible 
for holding malaria to an almost irreducible minimum in air 
force units and has been a very significant factor in the success- 
ful conclusion of air force operations for the period.’ Dr. 
Angley graduated from Harvard Medical School, Boston, in 
1932 and entered the service Sept. 17, 1942. 


Lieutenant Colonel Ralph S. Muckenfuss 

The Legion of Merit was recently awarded to Lieut. Col. 
Ralph S. Muckenfuss, formerly of New York, “for exception- 
ally meritorious conduct in the performance of outstanding 
services as commanding officer, Ist Medical General Labora- 
tory, from June 28, 1943 to Jan. 19, 1945. Through the initia- 
tive and energy of Lieutenant Colonel Muckenfuss, the Ist 
Medical General Laboratory, the first organization of its type, 
was set up in the United Kingdom. The unit performed in a 
superior manner its mission of assisting all hospital laboratories, 
performing laboratory examinations beyond the resources of 
hospitals, maintaining the only virus diagnostic laboratory in 
the United Kingdom, maintaining a veterinary laboratory and 
investigating the causative factors of epidemics. As United 
Kingdom consultant for research, Lieutenant Colonel Mucken- 
fuss did much to further the scientific background of medical 
practice in the European theater of operations. Under his super- 
vision the only blood bank in the United Kingdom was organ- 
ized.” Dr. Muckenfuss graduated from Emory University 
School of Medicine, Atlanta, Ga., in 1921 and entered the ser- 
vice July 22, 1942. 


AND THE 


WAR ker 41948 
Lieutenant Colonel William S. Moore 

The Legion of Merit was recently awarded to Lieut. Col. 
William S. Moore, formerly of Memphis, Tenn. The award 
was accompanied by a citation for “service as assistant military 
attache to the legation of the United States at Cairo, Egypt, 
from February 1942 to February 1943. His observations and 
reports on military operations throughout the Middle East, 
particularly in the Western Desert and the El Alamein offen- 
sive, were invaluable to the War Department, especially those 
pertaining to the causes, treatment and evacuation of battle 
casualties. As military attaché and liaison officer with the 
representatives in Cairo of the Allied Governments in Exile 
from February 1943 to January 1944 he established and coordi- 
nated intelligence activities which were of great value to the 
headquarters of the United States Army Forces in the Middle 
East.’ Dr. Moore graduated from the University of Tennessee 
College of Medicine in 1938 and entered the service July 6, 1940. 


Captain Philip G. Creese 

The Soldier's Medal for heroism was recently awarded to 
Capt. Philip G. Creese, formerly of Danvers, Mass. The cita- 
tion read “For heroism displayed in rescuing an enlisted man 
from drowning. While participating in landing exercises on a 
beach in England, a landing craft was swamped and a number 
of men were thrown into the surf. One man was carried off 
shore by the swell and in a few minutes was in a drowning 
condition. Lieutenant Creese, without hesitation, plunged into 
the surf and brought the drowning soldier far enough toward 
shore tor others to assist in the rescue.” Dr. Creese graduated 
from Harvard Medical School, Boston, in 1942 and entered the 
service March 13, 1943. 


Major Israel Weinstein 

Major Israel Weinstein, formerly of New York, was recently 
awarded the Purple Heart as a result of having been wounded 
April 25, 1945 near Regensburg, Germany, during very heavy 
fighting. Dr. Weinstein is division medical inspector and assis- 
tant surgeon of an infantry division. He has been on leave 
from the New York City Health Department, where he is 
assistant director of the Bureau of Health Education. Dr. 
Weinstein graduated from Columbia University College of 
Physicians and Surgeons, New York, in 1926 and entered the 
service Aug. 28, 1942. 


Major Victor A. Bacile 

Major Vietor A. Bacile, formerly of Poughkeepsie, N. Y., 
was recently commended for “professional ability while serving 
with surgical units” during the heavy fighting on Okinawa. 
The letter of commendation pointed out that Major Bacile 
worked long hours day and night, without regard to his own 
health and safety, in caring for the wounded during the height 
of the bloody battle last May and praised him for his efforts. 
Dr. Bacile graduated from Long Island College of Medicine, ° 
Brooklyn, in 1927 and entered the service Aug. 10, 1942, 


Captain George P. Schwab 

The Silver Star was recently awarded to Capt. George P. 
Schwab, formerly of Union City, N. J., for “gallantry in action 
in Germany in November 1944.” Dr. Schwab has also been 
the recipient of the Bronze Star with two oak leaf clusters 
“for heroic achievément in connection with military operations 
against the enemy” in France, Belgium and the Netherlands 
respectively. He graduated from New York Medical College, 
Flower and Fiith Avenue Hospitals, New York, in 1937 and 
entered the service April 10, 1941. 


Major Paul A. Burgeson 

The Silver Star was recently awarded to Major Paul A, 
Burgeson, formerly of Warsaw, N. Y., for “extraordinary gal- 
lantry in action on Aug. 2, 1944 near Coulances, France.” Dr. 
Burgeson was also awarded the Bronze Star for meritorious 
service in connection with military operations against the enemy 
during the Normandy campaign while serving with an infantry 
battalion. He graduated from Cornell University Medical Col- 
lege, New York, in 1936 and entered the service Sept. 22, 1942. 
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NAVY 


NAVY AWARDS AND COMMENDATIONS 


Lieutenant Commander Spencer K. Phillips 

The Legion of Merit was recently awarded to Lieut. Comdr. 
Spencer K. Phillips, formerly of Rochester, Minn. The citation 
accompanying the award read “For exceptionally meritorious 
conduct in the performance of outstanding services to the 
government of the United States at Tarawa, Gilbert Islands, 
from Nov. 20 to 24, 1943, and at Saipan and Tinian, Marianas 
Islands, from June 16 to Aug. 4, 1944. During the Tarawa 
operation he demonstrated outstanding ability as a surgeon. On 
the Saipan operation he came ashore under heavy enemy artil- 
lery and mortar fire on the evening of June 16. He assumed 
command of a medical company when his company commander 
became a casualty immediately after landing and by his untir- 
ing efforts and cool leadership was able to keep his men and 
equipment intact and at daylight proceeded to set up a hospital 
installation in a captured Japanese hospital building. This hos- 
pital section was the first to operate on the island and saved 
many lives when evacuation to ships at night could not be 
carried out. He later moved his company forward to a position 
directly in rear of the front lines, at the junction of the two 
main roads of evacuation, and under his cool leadership, in spite 
of several severe artillery barrages, his company performed 
invaluable service in screening casualties from all three combat 
regiments. His untiring devotion to duty, coolness under fire 
and efficient direction of his organization were an inspiration to 
the men under his command and in keeping with the highest 
traditions of the United States Naval Service.” Dr. Phillips 
graduated from Northwestern University Medical School, Chi- 
cago, in 1940 and entered the service in January 1942. 


Commander Cripps B. Shacklette 

Comdr. Cripps B. Shacklette, formerly of Shively, Ky., was 
recently awarded the Legion of Merit “for distinguishing him- 
self by outstanding devotion to duty during naval ,action in 
Pacific waters.” The citation said that “Commander Shacklette, 
senior medical officer aboard an aircraft carrier, despite inten- 
sive shelling and bombing by enemy surface craft and aircraft 
units, remained at his post for three days and nights adminis- 
tering aid to the wounded and_ suffering.’ Dr. Shacklette 
graduated from the University of Louisville School of Medicine 
in 1930 and entered the service April 15, 1942. 


Captain Jesse W. Miller 

The following letter of commendation was recently presented 
to Capt. Jesse W. Miller, formerly of Washington, D. C.: 
“Your performance of duty while serving as executive officer 
of a large naval base hospital in southern England prior to, 
during and after the invasion of the French coast in June 1944 
has been brought to my attention. You were instrumental in 
the successful conversion of an old British hospital to one con- 
forming to modern hospital standards. Your assistance in the 
acquisition of this institution from the U. S. Army, in the main- 
tenance of the good relations which existed with the British 
army, and your work in connection with the organization of 
the base hospital in preparation for the reception of casualties 
was outstanding. You exhibited, in the innumerable details of 
hospital administration incident to combat casualties, excellent 
judgment and administrative ability, thus contributing most 
materially to the successful work of the institution. For your 
initiative and outstanding service during this period you are 
hereby commended. This commendation carries with it the 
privilege of wearing the commendation ribbon.” Dr. Miller 
graduated from the University of Nebraska College of Medi- 
cine, Omaha, in 1927 and entered the service in June of that 
year. 

Lieutenant Philip B. Phillips 

Lieut. Philip B. Phillips, formerly of Portsmouth, Va., was 
recently awarded the Legion of Merit. He won the award for 
his action as a flight surgeon, “distinguishing himself by meri- 
torious conduct in the performance of outstanding service. 
While conducting air operations against Japanese surface task 
forces his ship was struck and badly damaged by enemy air 
attacks. Not only was the ship unable to carry on further 
operations against the enemy because of damage, but casualties 
were extremely heavy. He treated injured gunners on the deck 
while enemy planes circled overhead preparing to attack the 
formation further. He made his way through smoke and flame 
on the deck, where a bomb exploded, to care for the critically 
wounded and to provide for their removal to sick bay. For 
four days and nights he applied his skill to the saving of life 
and was rewarded by success countless times. His energy, skill 
and determination were such that his profession may well take 
pride in him.” Dr. Phillips graduated from the University of 
Arkansas School of Medicine, Little Rock, in 1941 and entered 
the service in June 1941, 


MISCELLANEOUS 


DR. JOHN H. STOKES COMMENDED 

The Army recently awarded a certificate of commendation 
to Dr. John H. Stokes, professor of cutaneous medicine and 
syphilology at both the School of Medicine and the Graduate 
School of Medicine of the University of Pennsylvania. The 
citation follows: 

For meritorious service to the Third Service Com- 
nil in the field of venereal disease control: a master clinician 
and research worker, Dr. Stokes has been engaged in funda- 
mental medical research and teaching throughout his medical 
career. He has made signiScant contributions in the treatment 
and control of syphilis, critically evaluated public health technic 
and tegislation concerned with the control of venereal diseases, 
not only for his intense devotion to duty and frequent counsel 
to army venereal disease control officers, has materially assisted 
in maintaining the health of the armed forces in the Third 
Service Command.” 

The presentation was made by Brig. Gen. Tlomas E. Tro- 
land, commanding general, Pennsylvania District, Third Service 
Command. 

Dr. Stokes is one of a number of medical specialists who 
were appointed by the Army as civilian consultants .to the 
Office of the Surgeon General to work with Brig. Gen. Hugh 
J. Morgan, chief consultant in medicine. He also is. special 
consultant to the United States Public Health Service and a 
senior surgeon in the United States Public Health Service 
Reserve, 


WARTIME GRADUATE MEDICAL MEETINGS 


fhe following subjects and speakers for Wartime Graduate 
Medical Meetings have just been announced: 


California 

Birmingham General Hospital, Van Nuys: The Management 
of Simple Skin Diseases, Lieut. Col. Everett R. Seale, August 8; 
Anesthesia in War Surgery, Lieut. L. E. Trotter, August 22. 

A. A. F. Regional Hospital, Camp Haan: Surgery of the 
Liver and Its Ducts, Capt. E. FE. Larson, August 7. 

Camp Cooke Station Hospital, Lompoc: Psychosomatic 
Medicine, Dr. H. Douglas Eaton, August 15. 

U. S. Naval Hospital, Santa Margarita Ranch: Some 
Dynamics of Military Neuropsychiatry, Major Alex Blumstein, 
August 9; Intraocular Foreign Bodies, Lieut. Comdr. H. Lusic, 
August 23. 

U. S. Naval Hospital, Corona: Pulmonary Tuberculosis, 
Comdr. W. L. Rogers and Comdr. A. W. Hobby, August 9; 
Penicillin in Syphilis and Gonococcic Iniections, Lieut. Comdr. 
W. W. Duemling, August 23. 


U. S. Naval Air Training Station, San Diego: Communi- 
cable Diseases, Major Norman Nixon and Capt. Charles 
Marple, August 17. 


Santa Ana Army Air Base Regional and Convalescent Hos- 
pital: Peritoneoscopy, Capt. J. C. Ruddock, August 7; War 
Wounds of the Chest, Lieut. Comdr. J. P. O'Connor and Lieut. 
Henry Jaffee, August 21. 
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Washington Letter 
(From a Special Correspondent) 


July 30, 1945: 


One Hundred and Seventieth Birthday of the 
Army Medical Department 

Instead of cutting a birthday cake, the Army unveiled some 
of the medical advances made during the war, when the 170th 
birthday of the Army Medical Department was observed at 
Walter Reed Hospital, with Sir Alexander Fleming, discoverer 
cf penicillin, and some 6,000 Washingtonians present. The new 
medical processes were described as methods which are enabling 
more wounded servicemen to be returned mentally and physi- 
cally sound to their homes than in any previous war. Guests 
were escorted through typical wards and the artificial limb 
shops. Sir Alexander met some of the servicemen whose lives 
his discovery had saved, and he answered their questions regard- 
ing the drug. He also disclosed that penicillin will soon be 
mixed with a new ingredient which will permit the drug to 
remain longer in the body and require fewer administrations. 


Scientific Dependence on Germany Scored 
by Committee 

American dependence on Germany for scientific research was 
scored by a Senate subcommittee on war mobilization, which 
suggests legislation to expand research and development by 
private organizations and the government. In its report the 
Senate Military Affairs Committee said that since science is 
decisive in war and peace it must be provided for within the 
regular framework of government. Its report stated that “only 
in this way can we become independent of German science, on 
which we have leaned so heavily in the past. Our people must 
support basic research instead of relying on basic research 
evolving from the laboratories of other nations. In addition to 
philanthropy at home we have depended very heavily on the 
basic research done in Germany with the support of the German 
government. Through the cartel system we have also presum- 
ably relied on Germany for a great deal of our applied research.” 
In supporting government support of scientific research on the 
largest scale in American history, the subcommittee said that 
it was technological development and the “concentration of this 
advanced technology for aggression” that had carried Germany 
to “the edge of victory.” 


Shortage of Office Space for Returning Doctors 

Theodore Wiprud, secretary of the Medical Society of the 
District of Columbia, has again called attention to the shortage 
of office space in Washington for doctors returning from prac- 
tice with the armed forces, a serious situation that also exists 
in many other cities. Mr. Wiprud said, in part, “It seems to 
us that the public is entitled to know that, if office space in 
Washington continues to be unobtainable, service physicians 
returning to civilian life will find it impossible to reestablish 
themselves in practice. The District Society's Committee on 
Service Physicians, of which Col. A, Clagett Gray, chief med- 
ical officer of the District Selective Service, is chairman, 
recently called attention to the difhculty a few discharged vet- 
erans have already had. During the war a number of buildings 
which have been, or might have been, used by physicians have 
been taken over by the government. If the agencies which 
occupy them are dissolved or their staffs reduced, and the 
buildings they occupy made available for civilian use, the situa- 
tion might be alleviated. 


Correction of Misstatement in Press 
An erroneous impression on the number of doctors in Wash- 
ington, resulting from a news story in the Washington Post, 
which quoted Dr. Paul F. Dickens, state chairman of the Pro- 
curement and Assignment Service, as saying that “Washington 


has several more physicians than it needs,” has been corrected 
by Dr. Dickens. He has issued this statement: “What I did 
say was this: ‘The Advisory Committee to the State Chairman 
for Procurement and Assignment Service for Physicians, after 
a careful survey of the situation, advised that 910 physicians 
was the minimum number necessary to care for the basic health 
and comfort of the community and we should not withdraw 
physicians from the community below that number. It. is 
estimated that as of this date we have perhaps 922 physicians 
practicing medicine in the metropolitan area. Many of these 
physicians are in the upper age bracket and certainly need a 
rest. Some of the physicians now practicing in this community 
previously had retired and to help the war effort came back 
into the practice of medicine.’ ” 


Inspection of Hospitals by House Veterans 
Committee 

Unannounced inspections of veterans’ hospitals throughout the 
country are being made by members of the House Veterans’ 
Committee during the House recess in order that they may be 
ready with concrete information for resumption of the com- 
miitee’s investigation in the fall. They are also discussing 
veterans’ hospital problems with the managers and medical 
othcers. Ixtensive changes are expected to be made in the 
Veterans’ Administration medical setup under Gen. Omar T. 
Bradley, who will succeed Brig. Gen. Frank T. Hines on 
August 15. Representatives expect that future committee hear- 
ings will explore legislation designed to improve the medical 
service and discover present shortcomings. Early in October 
Chairman Rankin will take up a pending bill which would set 
up in the Veterans Administration a bureau of medicine and 
surgery similar in scope and authority to the Army Surgeon 
General's Office and the Navy Bureau of Medicine and Surgery. 
In favor of this legislation in principle are Representative 
Rogers of Massachusetts, ranking minority member, and a 
number of others. As yet General Bradley has not expressed 
himself on proposals to reorganize the Veterans Administration. 
Several physicians of national prominence, who testified at hos- 
pital hearings, favor the medical bureau, but with a strictly 
civilian staff. 


Presentation of Humanitarian Award to 
Sir Alexander Fleming 

Sir Alexander Fleming, Scottish scientist who discovered 
penicillin, was awarded the Variety Clubs’ Humanitarian Award 
for 1944 before cabinet members, diplomats and representatives 
of the United Nations. At the Mayflower Hotel a letter from 
President Truman was read by Secretary of the Treasury 
Fred M. Vinson describing Sir Alexander as a man “to whom 
the world owes a debt of gratitude difhcult to estimate.” Sir 
Alexander was the sixth person and the first Briton to receive 
the silver plaque and the honorarium of $1,000. He was 
nominated as the man “whose humanitarian efforts have con- 
tributed most to the welfare of mankind” in 1944. R. J. 
O'Donnell, national chief barker of the Variety Clubs of 
America, an organization of the show business, presented the 
award, which recognized the scientist for his “faithful and 
diligent efforts” in medical research, “which have meant so 
much toward the alleviation of pain and suffering.” 


Limited Quantities of DDT Released to Civilians 

Civilians will get limited quantities of DDT in August. The 
War Production Board reports that release of the powerful 
insecticide developed in this war for military use has been made 
possible by increased production. To date, civilian and agricul- 
tural use of the insecticide has been restricted to experimental 
purposes. The agency cautions that “there is a great deal that 
is yet to be learned about how to use DDT insecticides safely.” 
DDT has proved effective in killing mosquitoes, cockroaches, 
flies, bedbugs and other insects. 
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Postwar Medical Service 


MINUTES OF MEETING OF JUNE 23 . 


The Committee on Postwar Medical Service met on Satur- 
day, June 23, 1945, in the Board of Trustees Room of the 
American Medical Association Building in Chicago. The meet- 
ing was called to order by the Chairman, Dr. Ernest E. Irons, 
at 10 a. m. Those present were: 


Dr. Louis H. Bauer, Trustee, American Medical Association: 

Lieut. Col. R. D. Bickel, Liaison Officer, Office of the Surgeon General, 
U. S. Army, and the American Medical Association. 

Dr. Walter L. Bierring, Federation of State Medical Boards. 

Dr. Francis G. Blake, American Medical Association Committee. 

Capt. W. E. Eaton (MC), U. S. Navy, American Medical Association 
Committee. 

Dr. Morris Fishbein, American Medical Association Committee. 
. Henderson, American Medical Association Committee. 

Mr. J. W. Holloway Jr., Director, Bureau of Legal Medicine and 
Legislation, American Medical Association. 

Dr. Ernest E. Irons, American College of Physicians Committee. 

Dr. Victor Johnson, Secretary, Council on Medical Education and Hos- 
pitals, American Medical Association. 

Dr. Edwin P. Jordan, Associate Editor, 
CAN MEDICAL ASSOCIATION. 

Dr. B. R. Kirklin, Advisory Board for Medical Specialties. 

Dr. H. L. Kretschmer, President, American Medical Association. 

Dr. Roger I. Lee, President-Elect, American Medical Association. 

Lieut. Col. H. C. Lueth, Office of the Surgeon General, War Department. 

Col. Hugo Mella, Veterans Administration. 

Meriwether, U. S. Public Health Service. 
Moore, Treasurer, American Medical Association. 

Col. George M. Powell, Office of the Surgeon General, War apart. 

Brig, Gen. Fred W. Rankin, Office of the Surgeon General, War 
Department. 

Father A. M. Schwitalla, S.J., Catholic Hospital Association. 

Dr. R. L. Sensenich, Trustee, American Medical Association. 

Dr. H. H. Shoulders, American Medical Association Committee. 

Dr. LeRoy H. Sloan, American College of Physicians Committee, 

Dr. Olin West, American Medical Association Committee. 
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Approval of Minutes.—The minutes of the Committee meeting 
held on May 12, 1945, as circulated, together with minor cor- 
rections suggested by Drs. Sloan and Bierring, were presented 
by the Chairman, and the corrected minutes were approved. 

Committee Membership —The Chairman informed the Com- 
mittee that Dr. Walter W. Palmer of New York had accepted 
reappointment by the American College of Physicians as a mem- 
ber of the Committee on Postwar Medical Service to succeed 
Dr. W. W. Herrick, deceased. 

Communication from Miss Switser—A telegram from Miss 
Mary Switzer, liaison member of the Committee representing 
the Procurement and Assignment Service, was presented. The 
communication dealt briefly with the supply of medical and 
dental students and with the surplus property situation. 

Dr. Fishbein supplemented the information offered in Miss 
Switzer’s telegram. He said that the deferment of medical and 
dental students is being considered in Washington through an 
interdepartmental committee. He also stated that the advisory 
committee on surplus property to be appointed by Mr. McNutt 
probably will contain representatives of the American Hospital 
Association, the American Medical Association, the American 
Dental Association, the Conference of State and Territorial 
Health Officers, the Conference of State Sanitary Engineers 
and others. This advisory committee, with Surgeon General 
Parran as chairman, will set up a policy for the disposal of 
surplus medical and hospital supplies. He touched briefly on 
the preliminary conference on this matter which he and Dr. 
[rons had attended in Washington some weeks ago. (A report 
of this conference appeared in the minutes of the Committee's 
May 12 meeting.) 

Bureau of Information.—The following report on the status 
of the work of the Bureau of Information, prepared by Lieu- 
tenant Colonel Bickel, was presented by Dr. Jordan: 

The Bureau of Information is developing along the lines 
originally established. The work of securing information from 
counties about the need for doctors has been the most difficult 
part of establishing the Bureau, but the problems having to do 
with education and licensure have been more easily handled, 
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as the result of the cooperation of the Council on Medical 
Education and Hospitals and the Bureau of Legal Medicine 
and Legislation. During recent weeks there has been a grati- 
fying increase in the number of completed county summary 
sheets received from the state medical societies. However, there 
are still many counties to be heard from, and continued efforts 
are being made to complete this - of the program. 

Twenty-one states, as of June 22, 1945, have returned com- 
pleted summary sheets for each county in the state. Twenty 
state medical societies have sent in completed summary sheets 
for some of the counties in their states. A total of 1,981 county 
summary sheets have been received from all of these states. 
Eight states, including a total of 247 counties, have made no 
returns, although some of these states are completing their data 
and it is expected that this material will be received soon. 

The following facts illustrative of the beginning of the ser- 
vice of the Bureau of Information may be of interest: Approxi- 
mately 106 physician veterans have asked for information about 
places in which to establish a practice; fifty different localities 
have communicated with the Bureau through local civic groups 
and others in an effort to secure physicians to practice in these 
areas, and there have been approximately fifty personal inter- 
views with physician veterans who were interested in obtaining 
residencies, other hospital appointments or information about 
likely places in which to begin practice. 

Recently work has been started on an information pamphlet 
which will describe the facilities of the American Medical 
Association for aiding returning physicians. This should be 
helpful to physicians in their problems of education, licensure 
and medical practice. This pamphlet includes material pre- 
pared by the Council on Medical Education and Hospitals, the 
Bureau of Legal Medicine and Legislation and the Bureau of 
Information. 

Dr. Jordan presented galley proofs of the proposed Informa- 
tion Bulletin for Medical Officers, and it was the Committee's 
opinion that the information contained therein will be of interest 
and benefit to all medical officers. The proposed bulletin was 
approved subject to corrections or additions which may be 
otfered by members of the Committee, and authorization was 
given for its widest possible distribution to the medical mem- 
bers of the armed forces, including those now on active duty 
and those who may be in process of separation from active 
service. 

Various suggestions were offered as to the distribution of the 
bulletin: It was felt that it should be sent to any individual 
medical officer who may write to the Committee on Postwar 
Medical Service, placed in the hands of medical officers at sepa- 
ration centers and made available to the Surgeons General of 
the Army, Navy and Public Health Service for possible distri- 
bution by means of insertion in the medical bulletins of those 
services. It was also suggested that copies might be distributed 
on an individual basis through the offices of the surgeons of the 
various service commands and might also be circulated from 
the offices of the state Procurement and Assignment agencies. 

Colonel Powell agreed to present to the Surgeon General of 
the Army the request that the pamphlet be inserted in an early 
issue of the Army Medical Bulletin, and Captain Eaton agreed 
to present the request to the Surgeon General of the Navy 
that it be inserted in the Naval Medical Bulletin. Colonel Meri- 
wether stated that he would ask General Parran if it could be 
inserted in the Public Health Service bulletin. It was the 
opinion of the Committee that it would be desirable to carry 
out all of these suggestions, 

The Chairman stated that a further report from the Bureau 
of Information would be requested at the next meeting. 

Progress Report on the Availability of Residencies and Short 
Courses for Physician leterans.—Dr. Johnson presented the 
following report, which, after discussion, was accepted: 

Responses from hospitals which are expanding their facilities indicate 
that approximately 28 per cent of the 1,054 civilian hospitals approved 
for internships and/or residencies probably will be in a position to supply 
approximately 42 per cent of the overall demand for increased house 
officerships. This would indicate that when all hospitals have completed 
their plans the demand, in all prebability, will be met. 

There is a special need for providing additional places in surgery 


where nearly 1,600 physicians probably will seek training, and at present 
only about one fourth of this number appears to be available. 
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The expanded number of places in approved hospitals will be indicated 
in the next printing of Approved Residencies and Fellowships in Septem- 
ber 1945. This will constitute the first list which includes facilities 
especially for veterans and will be so labeled. 

In the next semiannual publication of continuation courses, which will 
appear in THe JovrNat in July, there will be included a considerable 
number of special courses which have been developed to meet the needs 
of physician veterans. This will also constitute a first publication of 
such courses and will be entitled ‘Continuation Courses for Veteran and 

Civilian Physicians.’ 

These lists will be incomplete, since not all institutions have fully 
formulated their plans, but the lists can and will be modified on republica- 
tion in accordance with further expansion of educational facilities. 


In the discussion of Dr. Johnson's report, it was mentioned 
that there is a definite relationship between the philosophy of 
demobilization and the availability or nonavailability of resi- 
dencies. Father Schwitalla asked if there had been a very great 
demand for additional places in anesthesiology in the civilian 
hospitals independent of the increase coming through the physi- 
cian veterans. He commented that the nurse anesthetist organi- 
zations are using the reported demand as an argument for 
recruitment and that what he said with respect to anesthesiology 
might also apply to the field of radiology and to other special 


Expansion of Residencies in 292 of the 1,054 Civilian Hospitals 
Approved for Internships and/or Residencies 
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Estimated Additional 
Requirement Residencies 
(32 Year Available in 
Field of Training Demobilization) 292 Hospitals 
Dermatology and syphilology........... 108 54 
Hospital administration .... pane 7 
Industrial and insurance 7 
Internal medicine and subspecialties..... 1,089 457 
Obstetrics and gynecology............. 615 209 
Plastic surgery ..... ren aoe 39 17 
Psychiatry and 200 258 
Surgery and subspecialties............. 1,595 416 


fields, the argument in all cases being on the basis that there 
are not enough physicians to fill the need. Dr. Johnson agreed 
that this is a vital problem. 

Father Schwitalla stated that there has been a growing ten- 
dency toward specialization among recent graduates and that a 
15 per cent increase in the desire for residencies in the various 
specialties must be anticipated. He wondered if this was not 
a dangerous situation with respect to the future of medical 
practice. In reply, Dr. Kirklin stated that the specialty boards 
are trying to take care of the problem and that while there 
seems to be a general feeling among the members of the pro- 
fession that the boards may lower their standards for the benefit 
of the men returning from service, the fact is that the standards 
are being kept up to where they always have been and even 
may be raised a little higher. He further stated that the 
Advisory Board for Medical Specialties had discussed, at length, 
credit that might be allowed for military service and that such 
credit had been considered by every one of the specialty boards. 
General Rankin stated that the American Board of Surgery 
allows its candidates a year’s credit for military service pro- 
vided that service has included hospital training, and Dr. 
Kretschmer said this was also true of the American Board of 
Urology, as did Dr. Irons of the American Board of Internal 
Medicine. Dr. Moore informed the Committee that the Ameri- 
can Board of Pathology gave credit for military service only if 
such service or a sufficient part of it had been in a laboratory. 


Ai 
Aug. 4, 1945 

Refresher Courses for Army Medical Officers. — Colonel 
Powell reported that since the May 12 meeting the following 
information concerning refresher courses for medical officers 
had been made available: 

Refresher training for medical officers will be conducted in the European 
Theater of Operations during the period of redeployment. 

In military installations, basic refresher courses starting July 1, 1945 
are to be taught at hospital centers and at general and station hospitals 
and will include general surgery and general medicine eight weeks, and 
anesthesia, radiology, psychiatry, clinical psychology and dermatology four 
weeks. Also in military installations there will be advanced courses of 
three months’ duration in medical specialties starting July 1, 1945 at 
hospital .centers and at general and station hospitals, which will include 
infectious diseases, cardiovascular diseases and gastroenterology. 

It is proposed to begin refresher courses in civilian agencies by June 18, 
1945 at the earliest, to be in progress by July 15. Refresher courses in 
basic general medicine and surgery--four weeks—are to be given at eleven 
London medical schools, Glasgow University and the University of Paris, 
and in general surgery—-six weeks—at Edinburgh University, the Univer- 
sity of Paris, eleven London medical schools and the British Post-Graduate 
Medical School. Advanced courses of six weeks’ duration in obstetrics 
and gynecology will be given at the British Post-Graduate Medical School, 
the University of Paris and Edinburgh University, and a basic course of 
four weeks in the same subjects at Queen Charlotte Hospital. A_ six 
weeks course in neurology and psychiatry will be taught at the University 
of Paris, and an advanced course in radiology will be provided under 
the proctor system with one student per British radiologist. 

In a recent communication from the Eurepean Theater of Operations, 
requests for availability of training material in preventive medicine, par- 
ticularly tropical diseases, indicate that such courses are contemplated. 

These courses will provide refresher instruction in military installations 
to 965 medical officers and in civilian agencies to 425 medical officers. 


It was stated by Colonel Powell that in addition to the fore- 
going there are now 177 officers in the courses established for 
the Army Service and Ground Forces, and that the Air Forces 
also have courses. 

Lieutenant Colonel Lueth stated that the Office of the Sur- 
geon General had established a card reporting system for the 
returning medical officer, who fills out the card questionnaire 
indicating his desire for refresher courses as he arrives at a 
reception station. As the medical officer returns he is grounded 
for thirty days’ temporary duty at home, which gives the office 
enough time to assign him; this scheme is designed to be of 
service to those officers who do not stay in Europe long enough 
to take advantage of the courses offered in the European 
Theater of Operations. He added that the Air Forces have 
nearly 100 men registered in their refresher courses. 

After discussion as to the method of teaching and the manner 
in which the faculties are arranged, Colonel Powell's report 
was received. 

Enrolment of Medical Students —Dr. Johnson, Chairman of 
the Subcommittee on Enrolment of Medical Students, reported 
that Dr. Evarts Graham, who was made a member of the sub- 
committee at the May 12 meeting, was instrumental in arrang- 
ing an interview with the President on May 31; present at this 
interview were Dr. Graham, Dr. Johnson, Dr. Harvey Stone 
and Dr. Zapffe. Since the President undoubtedly will confer 
with the military authoritics on this problem, attempts are being 
made to arrange an interview with the Chief of Staff, and Dr. 
Stone has reported that he thinks it will be possible to arrange 
such an interview in the near future. Further plans are under 
way for bringing the matter to the attention of the people. 

lhe Chairman presented a memorandum which the subcom- 
mittee had submitted to the President, and Father Schwitalla 
requested that it be published. (This memorandum was printed 
in THe Journat, July 21, p. 884.) 

The report of the subcommittee was accepted. 

National Research Foundation.—Dr. Fishbein gave an outline 
of a report recently made by Mr. Vannevar Bush dealing with 
future government activity in connection with scientific research. 
He stated that he had been requested by the Board of Trustees 
of the American Medical Association to present the matter to 
the Committee on Postwar Medical Service with a view to the 
establishment of a group or subcommittee to study the report 
as soon as it becomes available and report back to the Com- 
inittee so that a policy on this subject may be formulated. 

The Chairman was authorized to appoint a subcommittee to 
study the Bush report when it becomes available and to make 
recommendations to the Committee on Postwar Medical Ser- 
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vice. The following subcommittee was appointed: Dr. Francis G. 
Blake, chairman; Dr. Victor Johnson, Dr. Frederick A. Coller, 
Father A. M. Schwitalla and Dr. Walter W. Palmer. 

Surplus Medical and Hospital Supplies —Father Schwitalla, 
chairman of the Subcommittee on Surplus Medical and Hospital 
Supplies, stated that he had no information beyond what had 
been submitted earlier in the meeting. 

Dr. Fishbein said that it is proposed that the advisory com- 
mittee which Dr. Parran is to appoint draw up a schedule of 
the minimum equipment necessary for a physician going into a 
rural district, and the Surplus Property Board will be able to 
rent the equipment to such a physician for five years at an 
annual rental of $1, thus encouraging the establishment of a 
physician in a needy area. He also stated that there is included 
in the surplus property that will be available a great deal of 
equipment left over from World War 1, and that it is desired 
to*set up a system whereby much of this old, obsolete and in 
many cases worthless and possibly harmful material can be 
destroyed. He further stated that there will be a distributing 
station in each state and that priorities are to be given to all 
returning medical officers, who will be entitled to a special 
discount. It is expected that disposal of the surplus property 
will be accomplished within three years after the close of 
the war. 

Dr. Bierring described the system of distribution contemplated 
in Lowa. 

The Chairman brought to the attention of the Committee the 
report submitted by Father Schwitalla at the meeting of the 
Committee on March 17, 1945, and Father Schwitalla stated 
that the informational part of the original report was still up 
to date but he would prefer that final action on it be deferred 
until the next meeting of the Committee, at which time it is 
hoped that more and newer information will be available. 

The subcommittee was continued to report at the next 
meeting. 


leterans Administration.—Replies to Statement on Transfer 
of Medical Officers: The Chairman read for the information of 
the Committee replies to the statement protesting the transfer 
of medical officers to the Veterans Administration, which was 
adopted by the Committee at the May 12 meeting and sent to 
the Secretary of War and the Secretary of the Navy. 

The Chairman stated that a telegram had just been received 
by the Editor of Tur JourNat from Surgeon General Kirk in 
which it was stated that “In the future Medical Corps officers 
will not be assigned to the Veterans Administration unless they 
were previously employed by that agency or they specifically 
request such assignment.” 

Report of Subcommittee to Confer and Cooperate with Vet- 
erans Administration: Father Schwitalla, chairman of the sub- 
committee, referred to recent instructions issued by the Veterans 
Administration in connection with educational opportunities 
offered under the G. I. bill. He stated that provision is made 
for recognition of lists of institutions maintained by established 
accrediting agencies, and that such approved institutions need 
not be investigated. The accrediting agencies so recognized are: 

American Association of Teachers’ Colleges 

American Association of Theological Schools 

American Bar Association 

American Council on Pharmaceutical Education 

American Osteopathic Association 

Association of American Universities 

Council on Dental Education, American Dental Association 

Council on Medical Education and Hospitals, American 

Association 

International Association of Boards of Examiners in Optometry 

Middle States Association of Colleges and Secondary Schools 

National Association of Schools of Music 

National League of Nursing Education 

New England Association of Colleges and Secondary Schools 

North Central Association of Colleges and Secondary Schools 

Northwest Association of Secondary and Higher Schools 

Southern Association of Colleges and Secondary Schools 


Medical 


Father Schwitalla raised the question as to whether or not 
an intern who is receiving a small intern stipend from a hos- 
pital is entitled to receive the maintenance benefit provided for 
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student veterans, and Dr. Johnson made the following state- 
ment: 


Conferences and subsequent correspondence have been had with Mr. 


H. V. Stirling, director of the Vocational Rehabilitation and Education 


Service of the Veterans Administration, regarding the case of Dr. 
Henry I. Colman, who applied for benefits under the G. I. Bill of Rights 
while he was taking a nine months course as an intern in obstetrics and 
gynecology at the Bellevue Hospital in New York. He had been refused 
subsistence benetits by the Veterans Administrator in New York City on 
the grounds that he was already receiving compensation from the hospital 
in the form of maintenance and a stipend. Mr. Stirling made a clearcut 
ruling in this case, which should serve as a precedent for similar instances 
of this kind that are very likely to arise elsewhere in this country. 
Among other things, Mr. Stirling stated the following in his letter to 
the Veterans Administrator in New York City: 

“It has been determined that where a person is pursuing on the job 
training and receiving compensation for productive labor as a part of 
the course of training on the job, he may be paid subsistence allowance 
provided the sum of the amount he received from the employer-trainer 
and his subsistence allowance do not exceed what is considered to be 
the beginning salary or compensation for persons qualified to perform the 
duties and functions of the position for which training is being pursued. 
Subsistence allowance may be reduced to a lesser amount not to exceed 
the amount of the difference between the compensation for productive 
labor as a part of his training on the job and the beginning salary or 
compensation for a person who has completed the type of training being 
pursued. 


“If the facts in this case are shown to he in substantial agreement 
with those stated, it is considered that subsistence allowance may be 
awarded this veteran from the date of his application, formal or informal, 
or the date he entered training, whichever is the later. It is believed 
the compensation received by Dr. Colman plus the full amount of sub- 
sistence allowance does not exceed a reasonable beginning salary for a 
physician skilled in the specialty for which he is receiving training.” 

It was the consensus of the Committee that Mr. Stirling's 
communication completely sustained the statement on the pay- 
ment of salaries under the G. I. bill that was contained in the 
report of Father Schwitalla’s subcommittee presented at the 
May 12 meeting, and that Mr. Stirling’s interpretation estab- 
lished a precedent. 

A letter received from a veteran who wished to know whether 
or not he could study part time under the G. I. bill was pre- 
sented by the Chairman, and Colonel Mella informed the Com- 
mittee that the medical service had obtained a ruling that a 
veteran may utilize half days or evenings for his educational 
program; there is a time limit of a year or more, depending 
on the veteran’s length of service, but if he is entitled to one 
year’s training and attends his course only half time then he 
actually can spend two years in his educational pursuits; that 
is possible under the law and there has been a very definite 
ruling; however, each case is handled on an individual basis. 
Colonei Mella noted that this matter is covered in the proposed 
Information Bulletin for Medical Officers previously discussed. 

The report of the subcommittee was received and the com- 
mittee continued. 

Report of Subcommittee on Establishment of a Medical 
Corps in the Veterans Administration: Father Schwitalla, 
chairman of the subcommittee, stated that he had been informed 
that the bills for the establishment of a Medical Corps seem 
to be dead, and that perhaps,nothing will be done until the new 
administrator has had time to familiarize himself with the entire 
problem. He thought that the subcommittee might be discon- 
tinued, but Colonel Mella thought it would be unfortunate if 
the subcommittee was discontinued at this time with all the 
changes that undoubtedly will soon be made, and also that the 
statement as to the bills being dead was not official. 

The subcommittee was continued with the expectation that 
matters with which it is concerned will again be taken up at 
the next meeting. 


The Governors and the G. 1. Bill.—Dr. Shoulders, chairman 
of the Subcommittee to Draw Up Recommendations to the 
Governors of the States Concerning the G. I. Bill of Rights, 
gave a short analysis of the replies of various state governors 
to the recommendations forwarded to them in accordance with 
the action of the Committee on Postwar Medical Service at its 
meeting in March. 

The chairman stated that the reception of the “Governors’ 
Letter” had, on the whole, been very tavorable and cordial. 

The report of the subcommittee was received. 
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Demobilization of Medical O ficers.—Dr. Johnson, chairman of 
the Subcommittee on Formulation of Lists of Medical Officers 
to be considered for Demobilization, presented the following 
report: 

Communications have been sent to the deans of the schools of public 
health and to the public health officers of each state requesting the names 
of public health teachers and officers whose release would relieve critical 
shortages. Many states and schools have already reported. The names 
of these individuals have been submitted to the Office of the Surgeon 
General of the Army in the same manner that the names of critically 
needed teachers in medical schools were submitted. The original instruc- 
tions of the Committee on Postwar Medical Service to the subcommittee 
concerning the release of essential teachers included investigation of 
these fields of public health. Likewise, in his original request to the 
subeommittee for lists of essential teachers, the Surgeon General indicated 
a desire to have names of public health officers as well. As further 
names are submitted they will be transferred to the Office of the Surgeon 
General. 


Dr. Rankin reported that Dr. Morgan, Dr. Menninger and 
himself with the assistance of heads of technical services had 
gone over the lists to determine the military essentiality of the 
officers involved; that there are a number on the list who can- 
not be released; that at present the list is incomplete but it 
appears that it may be possible to release 233 medical officers, 
121 of whom are unfortunately not in this country; that 5 essen- 
tial teachers already have been released from service; that there 
should be a considerable number discharged by the time of the 
next meeting of the Committee, and that the list can be supple- 
mented by substitutions and additions from time to time. 

Captain Eaton stated that this matter is being caretully con- 
sidered by the Surgeon General of the Navy, and Lieutenant 
Colonel Lueth said that there would be about 20 names on the 
Public Health Service roster to be added to the 233 mentioned 
by General Rankin. 

Licensure —A résumé of several letters that had been received 
inquiring as to the conditions of licensure that will apply in the 
case of returning medical officers was given by the Chairman. 

Dr. Bierring reminded the Committee of the report made by 
him at a previous meeting in which he had stated that it was 
the considered opinion of the Federation of State Medical 
Boards that the question of special consideration for veterans 
who are applicants for license is an individual matter to be 
left to the individual state boards. He stated that the matter 
is being pushed particularly by graduates of unapproved schools ; 
that the Federation has received letters from United States 
senators, and that an attempt is being made to arouse popular 
sentiment. 

There was lengthy discussion of H. R. 2969, recently intro- 
duced by Congressman Eberhardt. It was thought that this bill 
may be the forerunner of other forms of legislation designed to 
make it easier for discharged medical officers, particularly the 
graduates of unapproved medical schools, who wish to locate in 
a state other than that in which they formerly were licensed, 
to secure a license—and perhaps te avoid examination—under 
more liberal conditions than now prevail. 

Dr. Bierring remarked that the reciprocity agreements between 
states and the fact that many of the medical officers are diplo- 
mates of the National Board of Medical Examiners should 
take care of some of the difficulties, and that by the time the 
Committee meets again more information will be available. 
The Chairman stated that it is quite beyond the function of the 
Committee on Postwar Medical Service or of the Board of 
Trustees of the American Medical Association to tell any state 
licensing board what it should do, but he thought the matter 
should be brought to the attention of the state boards. 

Informational Reports ——Wartime Graduate Medical Meetings: 
Dr. Shoulders reported for Dr. F. Fk. Borzell that it is becoming 
increasingly difficult to supply speakers for the programs spon- 
sored by the Wartime Graduate Medical Meetings and that it 
has been suggested that the Army and Navy might be willing 
and able to supply medical officers for this purpose. Captain 
Eaton said he would present the matter to the Surgeon General 
of the Navy, but he thought that some arrangements could be 
made locally, which had already been done in some cases. It 
was suggested by the Chairman that Dr. Borzell might him- 
self communicate with the Surgeons General and request their 
assistance. 
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Navy Department: Captain Eaton presented a pamphlet pre- 
pared by the Professional Division of the Bureau of Medicine 
and Surgery entitled “Essentials of Internship and of Residency- 
Type Training in United States Naval Hospitals.” 

Time and Place of Next Meeting.—It was decided that the 
next meeting of the Committee will be held at American Medi- 
cal Association Headquarters in Chicago on Saturday, Sept. 22, 
1945, and that if matters of emergency should arise in the 
meantime they can be referred to subcommittees or, if necessary, 
the Chairman will call a meeting of the Committee. 

The meeting adjourned at 12:35 p. m. 


H. H. Suourpers, M.D., Secretary. 


Medical Legislation 


MEDICAL BILLS IN CONGRESS 
Maternal and Child Welfare Act of 1945 


Senator Pepper, Florida, for himself and nine other members 
of the Senate Committee on Education and Labor, has intro- 
duced S. 1318 to provide tor the general welfare by enabling 
the several states to make more adequate provision for the 
health and welfare of mothers and children and for services to 
crippled children. This bill would authorize an appropriation 
of $100,000,000 for the fiscal year ending June 30, 1946: 
$50,000,000 for maternal and child health services, $25,000,000 
for services for crippled children, $20,000,000 for child welfare 
services and $5,000,000 for administrative expenses incurred by 
the Children’s Bureau in carrying out the provisions of the 
bill. Thereafter such sums will be made available as_ the 
Congress may decide, 


Army Optometry Corps 

A bill to establish an Optometry Corps in the Medical Depart- 
ment of the Army, H. R. 3755, has been reported by the House 
Committee on Military Affairs with the recommendation that 
it pass. Officers of the proposed Optometry Corps will be 
assigned to optometrical duty or to administrative duty in con- 
nection therewith. When assigned to optometrical duty, they 
are to perform optometrical work determined on by a medical 
officer, who is required to be an ophthalmologist. The right 
of officers of the Optometry Corps to command, it is proposed, 
will be limited to command within the Optometry Corps and 
the Medical Administrative Corps. Provision is made for 
Optometry Corps reserve units. 


Dental Research 
Representative Priest, Tennessee, has introduced H. R. 3816 
to provide for, foster and aid in coordinating research relating 
to dental diseases and conditions and to establish the National 
Institute of Dental Research. Congressional hearings have 
recently been held on previous bills relating to this subject. 


Hospital Construction 
A bill substantially similar to the Hill-Burton hospital con- 
struction bill, S. 191, was introduced in the House of Repre- 
sentatives, July 18, by Representative Snyder, Pennsylvania. 
H. R. 3845. 


Bureau of Information 


The Bureau of Information has prepared and has begun the 
distribution of a questionnaire to civilian physicians. Physicians 
in Iowa and Florida have already been mailed their question- 
naires, and those in other states will receive theirs soon. 

In accordance with the obligation of the Bureau to collect as 
complete data as possible on the distribution of physicians and 
other aspects of medical practice, it is hoped that physicians 
will return their questionnaires promptly so that the files of 
the Bureau will be more complete and up to date. 
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Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVI- 
TIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


ARKANSAS 


Officers of State Medical Board.—At a meeting June 8 
of the state medical board Dr. Robert J. Haley Jr., Paragould, 
was chosen president, Dr. Robert H. Hood, Russellville, vice 
president and Dr. Leonce J. Kosminsky, Texarkana, secretary- 
treasurer. Other members of the board include Drs. John B. 
Jameson, Camden, Jasper T. Matthews, Heber Springs, John 
M. Proctor, Hot Springs National Park, and William H. Poy- 
nor, Harrison. Dr. DeVeaux L. Owens, Harrison, was retired 
after serving eight years on the board, which is the allowed 
time. Dr. Eugene A. Callahan, Carlisle, also served eight years 
but died May 28, preceding the June 8 meeting. 


CALIFORNIA 


Personal.—On June 23 the University of Southern Cali- 
fornia, Los Angeles, conferred the honorary degree of doctor 
of science on Dr. Walter L. Treadway, Los Angeles, for- 
merly assistant surgeon general of the U. S. Public Health 
Service. Dr. William McDowell Hammon, associate pro- 
fessor of epidemiology in the George Williams Hooper Foun- 
dation for Medical Research, University of California, San 
Francisco, accepted a similar appointment in the school of 
public health on the Berkeley campus, effective July 1. Dr. 
Hiammon, who will continue his association with the Hooper 
Feundation, will be responsible for developing training pro- 
grams in epidemiology in the school of public health. 

Equalization Board Revises Ruling on Sales Tax.—The 
California Board of Equalization on June 11 reported to the 
American College of Radiology a revision of its ruling speci- 
fying that the physicians engaged in the specialty of radiology 
should be subject to a state sales tax on films used. The sales 
tax now, stated the board, would be applied only in those 
cases in which the radiologist or commercial laboratory delivers 
to patients films employed in their examination. On April 7 
the college of radiology filed a brief contesting -the original 
ruling of the board of equalization, which stipulated that the 
radiologists would be required to pay a sales tax on that por- 
tion of fees charged by them which represent a “fair retail 
value of x-ray pictures or negatives” employed in the exami- 
nation of patients. A similar action took place in New York 
(THe Journat, April 28, p. 1141). 


COLORADO 


Occupational Disease Compensation Law.—Occupational 
diseases become compensable for the first time in the history 
of the state, under a law passed by the general assembly 
of Colorado recently. The act goes into effect Jan. 1, 1946, 
Coverage is limited to diseases listed in a schedule which 
includes silicosis and asbestosis. According to the /ndustrial 
Hygiene News Letter the Colorado division of industrial 
hygiene cooperated in drafting the bill. Colorado is the 
twenty-ninth state to adopt a law compensating for industrial 


disease. 
CONNECTICUT 


Personal.—Dr. James H. Naylor, Hartford, recently received 
an honorary degree of doctor of laws from the University of 
Vermont, Burlington, where he graduated in medicine in 1895. 

Student Membership. — Two hundred and eight medical 
students whose family residence is in Connecticut have been 
elected to student membership in the Connecticut State Medical 
Society by the council of the society. The student members 
are enrolled at twenty-five medical schools, with nearly 50 
per cent registered at the Yale, Long Island, Tufts, University 
of Vermont and Boston University medical schools. Fifty-nine 
Connecticut towns and cities are represented on the list of 
home addresses of the new members, who are at various 
stages in the study of medicine ranging from the first year 
to “internship. The student members will be affiliated with 
the county medical associations in the counties where they 
reside and will share in the privileges and participate in the 
activities of these organizations except that they may not vote 
or hold office. 
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ILLINOIS 
Physician Named “Man of the Week.”—Dr. William R. 


Roberts, Cissna Park, was recently chosen “Man of the 
Week” by the Danville Commercial News. In his nomination 
for the honor, credit was given to Dr. Roberts for his service 
to the community and his recent admission to membership in 
the fifty year club of the Illinois State Medical Society. Two 
of his sons, both physicians and now in service, were formerly 
associated with him. 


KENTUCKY 


Personal. — Dr. John ©. Salyers has been appointed full 
time resident physician at the State Reformatory Hospital, 
La Grange, effective July 106. Dr. Bertha A. C. Wiseman, 
La Grange, health director of, Oldham County, has been 
assigned to the Shelby County Department of Health tem- 
porarily until a full time director can be named to succeed 
Dr. Martin H. Skaggs, resigned (THe JourNnat, June 30, 
p. 676), 

Eight Attend Fifty-Second Class Reunion.—Fight physi- 
cians of 224 members of the class of 1893, Kentucky School 
of Medicine, assembled for a reunion June 21 at the Henry 


Clay Hotel, Louisville. Thirty-five members of the class are 
still living. The eight physicians who attended the reunion 
are Drs. Maurice Bell, Eminence: Charles C. Crampton, 


Delphi, Ind.; Pinkney H. Crutchfield, Stamping Ground; Ross 


H. Gregory, Fontanelle, lowa; Richard W. McCracken, Union 
Grove, Wis.; James H. Morrison, Hartsville, Ind., and Harry 
S. Noble, St. Marys, Ohio. Dr. James W. Fitch, Portsmouth, 


Ohio, one of the charter members of the group, was ill and 
unable to attend. 


LOUISIANA 


University News.—Dr. John C. Henthorne, Jackson, Miss., 
was recently appointed assistant professor of pathology at 
Tulane University of Louisiana School of Medicine, New 
Orleans. Dr. Alton Ochsner, professor of surgery at the 
school, was recently given the title of member honoris causa 
of the College of Physicians and Surgeons of Costa Rica. 
Dr. Wilbur C. Smith, professor of gross anatomy at Tulane, 
has been elected president of the National Collegiate Athletic 
Association. Dr. Roscoe LeRoy Pullen, instructor in medicine 
on the Tulane faculty, was chosen by Knox College, Galesburg, 
Ill., as recipient of the award for the alumnus who has done the 
most for humanity during the year, it was announced, June 11. 
Dr. Pullen, who graduated at Knox in 1935 and receiyed his 
medical degree at Northwestern University Medical School 
in 1940, has been connected with Tulane since 1941 and is 
the first physician to have received the award in eight years. 

Commencement Activities.—An oil portrait of Dr. Urban 
Maes, professor and director of the department of surgery, 
Louisiana State University School of Medicine, New Orleans, 
the work of William Branks Stewart, medical artist, was pre- 
sented to the school by the graduating class during the recent 
commencement exercises. Dr. Morris Fishbein, Editor of THe 
JouRNAL, spoke on “Medicine in the Postwar World.” Dr. Joyce 
Wofford Odell received the George S. Bel Memorial Award 
of $50, having been voted by the faculty as the leading mem- 
ber of the class. This award is given by Mrs. Elsie Bel in 
memory of her late husband, Dr. George S. Bel, who was 
formerly professor and director of the department of medicine 
at the school. Dr. Odell also received the A. J. Majors Medical 
Book Company Award of a book, which is presented for excep- 
tional scholarship in courses offered by the department of 
pathology and bacteriology. Dr. William H. Stewart received 
the Hull award, which is presented to the foremost senior 
member of the Society of Medical Sciences of the school of 
medicine. 


MISSOURI 


Appointments to Cancer Commission.—Members of the 
state cancer commission, in accordance with recent appoint- 
ments by Governor Phil M. Donnelly, include Dr. Major G. 
Seelig, St. Louis; Dr. Clifton Smith, St. Joseph; W. Ed 
Jameson, Fulton, and Frank T. Hodgdon, Hannibal. 

Professors Retire.—Dr. Frank C. Neff, Kansas City, on 
June 30 retired as professor and head of the department. of 
pediatrics, University of Kansas School of Medicine, Kansas 
City, Kan., and has been succeeded by Dr. Herbert C. Miller 
Jr., New Haven, Conn. Dr. Neff has been associated with 
the medical school since 1924. He was formerly a member 
of the Section on Pediatrics, American Medical Association, 
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Dr. Edward J. Curran, Kansas City, retired as professor of 
ophthalmology and head of the department. He has been 
succeeded by Dr. John A. Billingsley, Kansas City, Kan. 


NEBRASKA 


Fifty Years of Practice.—Dr. Francis P. Dorsey Sr., 
Wayne, was given a dinner by the Five County Medical 
Society recently in honor of his completion of fiity years of 
practice. Dr. George A. Harris, Valley, was recently given 
a dinner by the Valley Chamber of Commerce in recognition 
of his completion of fifty years in the practice of medicine. 


NEW YORK 


New Professor of Physiologic Chemistry.—Wilfred W. 
Westerfeld, Ph.D., associate -in biochemistry, Harvard Medical 
School, Boston, has been appointed professor of physiologic 
chemistry at Syracuse University College of Medicine, Syra- 
cuse, effective October 1. Dr. Westerfeld succeeds Dr. Robert 
k. Brewer, who died in March. 

Cancer Teaching Day.—QOn October 3 a clinical cancer 
teaching day will be held at the Homer Folks Tuberculosis 
Hospital, Oneonta, under the auspices of the Medical Society 
of the County of Otsego, Sixth District Branch of the state 
medical society, Tumor Clinic Association of the State of 
New York, the state medical society and the state department 
of health’s division of cancer control. Speakers will include: 

Dr. Gray H. logge New York, Ovarian Carcinoma, 

Dr. Norman Treves, New ‘ork, Cancer of the Breast. 

Dr. William A. Milner, Albany, Carcinoma of the ma 

Dr. Fred W. Stewart, New York, Biopsy in Tumors 

Gastroenteritis from Cream Filled Pastries. — Health 
News reports a series of outbreaks of gastroenteritis from 
cream filled pastries. Nine known cases in two counties were 
reported in one outbreak, all of which were traced to a cream 
filled cake, prepared by a single bakery, which had been with- 
out refrigeration from the time of its preparation until it was 
consumed twenty-four hours later. Fuiity-eight known cases 
were reported in a second outbreak. The common_ source 
was again traced to a filling in cream cake and chocolate 
éclairs which had been allowed to stand at room temperature 
for a period of twenty-four hours following their preparation 
by a baker who had just recovered irom an upper respira- 
tory infection and sore throat. Large numbers of hemolytic 


Staphylococcus aureus organisms were observed in cake and. 


éclairs, Early in the year about 100 cases of gastroenteritis 
occurred in a city in the western part of the state. One of 
the patients died. Again the illnesses were traced to chocolate 
éclairs and cream puffs which had not been properly refrig- 
erated by the bakery concern. 


New York City 


Dr. Ray Dies.—George B. Ray, Ph.D., executive director 
of the department of physiology and pharmacology, Long 
Island College of Medicine, Brooklyn, died July 6, aged 52. 

Standards for Hospital Supplies.—Columbia University 
is offering a group of courses on standards of quality for insti- 
tutional supplies and medical and surgical supplies, medical 
terminology and medical records. According to James U. 
Norris, president of the Hospital Bureau of Standards and 
Supplies, this represents: an educational effort on standards for 
hospital supplies designed primarily for those persons on hos- 
pital staffs who are purchasing commodities of one kind or 
another. Instruction will be given by Dewey H. Palmer, 
M.S., research director, Hospital Bureau of Standards and 
Supplies, Eleanor Lee, A.B., assistant professor of nursing, 
Columbia University, and Dorothy L. Kurtz, A.B., supervisor 
of the record department, Presbyterian Hospital. Additional 
information may be obtained from the Secretary of Columbia 
University, 116th Street and Broadway, New York 27, 

Student Prizes.—On June 28 during the eighty-seventh 
commencement exercises of the Long Island College of Medi- 
cine, Brooklyn, Lieut. Eliah Maurice Nadel, M. C., received 
three of the eleven prizes given annually to members of the 
graduating class. He won the Nathan H. and Johanna Szerlip 
Medal, given for the best thesis on pneumonia, the Jeannette 
Millman Memorial Award, for the best essay or report on some 
subject in the field of tumors, and the Robert R. Benedict Jr. 
Prize, for the best report on ‘a psychiatric problem. Top 
honors in the graduating class went to Dr. Frances Anderson 
Greenwood, Tuscaloosa, Ala., who received the Mitchell Prize, 
awarded to the member of the class who in the judgment of 
the faculty is best qualified in all departments of medicine, 
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and to Lieut. Milton Virshup, M. C., who received the Phi 
Delta Epsilon Prize, awarded for the highest scholastic record. 
Lieutenant Virshup also received the alumni prize, awarded 
to the member of the class best qualified in gynecology. Dr. 
Mildred Elsie Kamner received the Dudley Memorial Medal 
for the best clinical report of a case in the surgical wards of 
the Long Island College Hospital, and Dr. Catherine Elva 
Spears the prize of the class of 1898 awarded to the student 
whose scholastic average in the fourth year has shown the 
greatest improvement over that of previous years. Other prize 
awards went to Dr. Louis Jay Scheinman, who received the 
lord Prize awarded for the best dissection, Lieut. Sam Tully 
Simpson, M. C., the obstetric prize awarded for the best thesis 
on a subject in obstetrics, and Lieut. Bertram E. Bromberg 
(MC), the Joseph Howard Raymond Prize in physiology. 


NORTH DAKOTA 


State Medical Election.—Dr. Albert E. Spear, Dickinson, 
was named president-elect of the North Dakota State Medical 
Association at a meeting of the council and house of delegates 
in Valley City May 20-21, and Dr. James F. Hanna, Fargo, 
was inducted into the presidency. Vice presidents are Drs. 
Philip G. Arzt, Jamestown, and Wilbert A. Liebeler, Grand 
Forks; Dr. Leonard W. Larson, Bismarck, is secretary and 
Dr. William W. W ood, Jamestown, treasurer. Dr. Aloysius P. 
Nachtwey, Dickinson, was named delegate to the American 
Medical Association and Dr. Willard A. Wright, Williston, as 
the alternate. Minot was selected as the 1946 convention city. 

Meeting on Obstetrics.—Dr. Edwin H. Boerth, Buffalo, 
was elected president of the North Dakota Society of Obstetrics 
and Gynecology at its semiannual meeting in Fargo May 26 and 
Dr. Paul W. Freise, Bismarck, was named vice president. Dr. 
Gerald Wilson Hunter, Fargo, was chosen secretary-treasurer. 
Among the speakers at the meeting were: 

Dr. Frederick L._ Schade, Minn., The Rh Factor in 

Pregnancy. 

Dr. Boerth, Case Report—Erythrgpblastosis Fetalis. 

Dr. Freise, External Version. 

Dr. Russell J. Moe, Duluth, Minn., Amnion Fluid Embolism. 


Dr. William F. Mercil, Crookston, Minn., Case Report—Postpartum 
Mesenteric Thrombosis. 


Dr. Robert B. Woodhull, Minot, Radium in Menopausal Bleeding. 

Dr. Claude J. Ehrenberg, Minneapolis, The Prepartum and Intrapartum 


OHIO 


Academy of Medicine Seeks Funds.—The Toledo Acad- 
emy of Medicine is in the midst of a campaign to raise funds 
either to modernize the present academy building or to build 
a new one, depending on the amount of money subscribed, 
according to the Ohio State Medical Journal. 


Physician Sentenced in Narcotic Racket.—Dr. Erich 
Otten, Akron, who was arrested recently on a charge (THe 
JourNnat, May 19, p. 217), was sentenced July 9 to a year 
and a day’s imprisonment by U. S. District Judge Emerich 
Bb. lreed, according to the Cleveland Press. The physician 
was said to be one of a group involved in a $100,000 a year 
“dope racket” in the Akron area which was exposed by fed- 
eral narcotic agents. The Press stated that the physician had 
been supplying narcotics to about 150 drug addicts before his 
arrest. 

Personal.—Dr. Harry L. Rockwood, for fifteen years super- 
intendent of Mount Sinai Hospital, Cleveland, has resigned 
to take over the newly created position of medical director 
of the Cleveland city infirmary and chronic disease hospital, 
Warrensville. William B. Seltzer, superintendent of Bronx 
Hospital, New York, since 1930, is the new superintendent 
at Mount Sinai. Dr. Robert D. Taylor, Indianapolis, has 
joined the research division of the Cleveland Clinic Founda- 
tion, effective July Dr. Joseph B. Stocklen, Cleveland, 
is the new president of the Ohio Public Health Association. 
Dr. James P. Parlante, Shadyside, has been appointed medical 
director of the Powhatan Mining Company, Powhatan Point, 
to succeed Dr. James M. Skinner Jr., effective July 1. Dr. 
Skinner, who held the position for the past fourteen pres. 
resigned to enter private practice in New Martinsville, W. 

Dr. Richard B. Holt, U. S. Public Health Service, hen 
been named head of the U. S. Marine Hospital, Cleveland, 
succeeding Dr. Alvin R. Sweeney ihe JourNnat, July 21, 
p. 891)——Dr. Charles E, Holzer, Gallipolis, who received 
the honorary degree of doctor of laws from Ohio State Uni- 
versity, Columbus, recently was cited as “an outstanding 
citizen, devoted to public service, an organizer and promoter 
of productive enterprises of economic and social importance.’ 


Worthington, 


‘ 


VotumeE 128 
NuMBER 14 


OKLATIOMA 


State Association Honors Governor.— The Oklahoma 
State Medical Association held a banquet recently in honor 
of Governor Robert S. Kerr in appreciation of his interest 
in the health of the people of the state. Other guests included 
members of the twentieth legislature, all of whom were he'piul 
in the passage of various health bills. Dr. Tom Lowry, dean 
of the University of Oklahoma School of Medicine, was toast- 
masier. Speakers included the governor, members of the legis- 
lature and representatives of the state health department, the 
medical school and the state medical association. 


OREGON 


Personal.—Dr. Carl G. Heller, assistant proiessor of physi- 
ology, Wayne University College of Medicine, Detroit, has 
‘been appointed associate professor of physiology and medicine 
at the University of Oregon Medical School, Portland. 
Dr. Wiiliam H. Earl has been named health officer of Cottage 
Grove, succeeding the late Dr. Albert W. Kime. 

Kenneth Swan Named Professor of Ophthalmology.— 
Dr. Kenneth C. Swan, associate professor, has been appointed 
professor and head of the department of ophthalmology at 
the University of Oregon Medical School, Portland. He is 
succeeding Dr. Frederick A: Kiehle. who has been named 
professor emeritus. Dr. Kiehle has been associated with the 
school since 1910. 


TEXAS 


Medical College Honored with Anniversary Issue.— 
The Dallas Medical Journal for June was designated a special 
anniversary edition to commemorate the second anniversary 
of the Southwestern Medical College. The journal contains 
editorial comments and the history of the various departments 
of the school. 

University News.—Charies M. Pomerat, Ph.D., professor 
of anatomy, University of Texas Medical Branch, Galveston, 
is a guest worker on invitation for a month at the Institute 
de Salubridad Eniermidades Tropicales, Mexico City, D. F. 
Dr. Pomerat will work on tissue culture experiments with 
reference to reticuloendothelial immune serums. Dr. Hein- 
rich W. Neidhardt of the department of pathology, University 
of Kansas School of Medicine, has been appointed assistant 
professor of pathology at the university, effective August 1. 
——Wilbur A. Selle, Ph.D., professor of physiology, is a 
guest research worker for several months at the Massachu- 
setts Institute of Technology, Cambridge, on problems in 
physical medicine, under the auspices of the Baruch Committee 
on Physical Medicine——MacDonald Fulton, Ph.D., formerly 
professor of bacteriology, Southwestern Medical College, Dallas, 
has been appointed visiting professor of pediatrics research at 
the university. He will be in charge of bacteriologic studies 
relating to Salmonella organisms as part of the child health 
program supported by the Wiliam Buchanan Foundation, 
Texarkana. The Smith, Kline & Krench Laboratory, Phila- 
delphia, has made a grant to the pharmacology laboratory of 
the university for a study of the influence of the reticulo- 
endothelial system in trypancsomiasis and syphilis. Paul L. 
Ewing, Ph.D., associate proiessor of pharmacology, will have 
charge of the research effort and will conduct certain studies 
under the direction of Dr. Arthur L. Tatum, professor of 
pharmacology, University of Wisconsin Medical School, 
Madison. 


VERMONT 


New Dean at University of Vermont.—Dr. William 
Eustis Brown, associate professor of preventive medicine, Uni- 
versity of Cincinnati College of Medicine, has been appointed 
full time dean of the University of Vermont College of Medi- 
cine, Burlington, effective September 1. Dr. Clarence H. 
Beecher, who has been serving as dean on a part time basis, 
will continue to serve the school as professor of medicine. 


WASHINGTON 


Changes in State Health Department.—Dr. Rollin F. 
Cutts has been appointed head of the maternal and child 
hygiene and crippled children’s section of the Washington State 
Department of Health. Dr. Cedric Northrop has been named 
in charge of the newly created section of tuberculosis control. 
Howard W. Lundy, Dr.P.H., has been appointed head of the 
section on public health education. 


MEDICAL 


NEWS 1039 


Personal. — Dr. and Mrs. George Ingham, Olympia, 
observed their fifticth wedding anniversary, April 17——Dr. 
Robert H. Welding, Ellensburg, has resigned as health officer 
of Kittitas County. Walker, D.O., health officer of 


Kilensburg, has been named to succeed Dr. Welding.——Dr. 
aul A. Lindquist has been appointed health officer of Walla 


Walla County. He succeeds Dr. Arthur L. Ringle, who 
recently became state health commissioner with offices in 
Seattle. 


WEST VIRGINIA 
Scholarships in Public Health.— The West Virginia 


Health Department has announced that four scholarships in 
public health will be offered successful applicants, who will 
receive nine months’ postgraduate training at the School ot 
Public Health at the University of North Carolina, leading 
to a degree of master of public health education. Field train- 
ing for a period of three months will follow, during which 
applicants will receive a monthly stipend of $100. Full travel 
expenses will be allowed during the period of field training. 
Applicants must be college graduates, and scholarships will 
be awarded to those who evince a_ sincere desire to make 
public health their career. Many positions as public health 
educators are now available as a result of the rapid expansion 
in the field of public health in the state. 


New Procedure in Application for Cancer Treatment. 
—Needy: cancer patients may now apply for treatment and 
care through county, district and city health departments under 
a new setup announced by Dr. Paul R. Gerhardt, director of 
the West Virginia state division of cancer control. The new 
procedure follows the recommendations of the public health 
council and the cancer committee of the West Virginia State 
Medical Association that further case referral sources be 
developed. Heretofore all applicants had been referred through 
the county department of public assistance. Evidence must be 
submitted to show that there has been a diagnosis oi cancer 
and that the patient is unable to pay for treatment and care. 
One of the new forms to be used in submitting the informa- 
tion must be signed by the applicant and the referring agency 
and must be tilled out by the city, county or district public 
health officer or public health nurse. Applications for care 
may also be filed with the local department of public assis- 
tance. The second form, which is a medical report of the 
case, is to be filled out by the patient's physician without 
charge to the division. Both forms should be sent to the 
division of cancer control, 1719 East Washington Street, 
Charleston, since no disposition of a case can be made until 
both types of information have been received on form CA-1 
and form CA-2. The division will notify the patient whether 
the application can be accepted and where to report for treat- 
ment. A copy of the notice will be sent to the referring 
agency. A patient will be referred to the nearest of twelve 
treatment centers in the state. The division of cancer control 
cannot pay transportation cost, and local resources should be 
utilized if the patient or the family is unable to assume 


responsibility. 
WYOMING 


State Medical Election.—Dr. William A. Steffen, Sheri- 
dan, was recently chosen president-elect of the Wyoming State 
Medical Society and Dr. William Andrew Bunten, Cheyenne, 
was installed as president. Other officers include Drs. Thomas 
J. Riach, Casper, vice president; Peter M. Schunk, Sheridan, 
treasurer; George E. Baker, Casper, secretary, and George 

Johnston, Cheyenne, delegate to the American Medical 
Association. 

Personal.— Dr. 

appointed a 


Edwin Earl Whedon, 
member of the state board 
George H. Phelps, Cheyenne, Junius C. McHenry, Gillette, 
Roscoe H. Reeve, Capper, and Foster G. Shaffer, Douglas, 
have been appointed to the Wyoming State Board of Medi- 
cal Examiners. Dr. George P. Johnston, Cheyenne, who 
observed his eighty-second birthday recently, 1s, according to 
the Rocky Mountain Medical Journal, the oldest practicing 


physician in Wyoming. 
ALASKA 


New Commissioner of Health of Alaska.—Dr. Conrad 
Earl Albrecht was recently placed on inactive status in the 
Army ‘to become commissioner of health for the Territory of 
Alaska, effective July 1. Albrecht, who graduated at Jef- 
ferson Medical College of Philadelphia in 1932, reports that 
members of the new board of health are Dr. Dwight L. 
Cramer, Ketchikan; Mrs. Katherine Kehoe, Nome; Rev. R. 
Rolland Armstrong, Anchorage, and Mr. George Preston Sr., 


Sheridan, has been 
of health. Drs. 
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Fairbanks (THe JourNaL, June 2, p. 379). Dr. George A. 


Hays has been executive director of the Territorial Depart- 
ment of Health since his loan from the U. S. Public Health 
Service in the fall of 1942. Northwest Medicine credits Dr. 
Hays with accomplishing =a medical improvements in 
Alaska during his service. e 150 bed hospital at Skagway 
belonging to the Northwest Seeds Command and valued at 
about one million dollars was turned over to the territory 
without cost through Dr. Hays’ efforts. The hospital is now 
functioning for white persons as well as for natives, and the 
Alaska Office for Indian Affairs has made an appropriation 
of $200,000 to assist in the work. 


PHILIPPINE ISLANDS 


Meetings of Ophthalmologists.—The first meeting since 
the Japanese occupation of Manila of civilian and military 
physicians interested in diseases of the eye, ear, nose and throat 
was held in the chapel of the Philippine General Hospital, 
Manila, July 5. The meeting was arranged by Dr. Herminio 
Velarde, assisted by Dr. Herminio Velarde Jr. and Dr. Antonio 
G. Sison, dean of the University of the Philippines College 
of Medicine and director of the hospital. Most of the patients 
presented were civilians suffering from malnutrition, tuber- 
culosis, yaws, war injuries and wasting diseases. Although 
the medical school is completely damaged, the staff of the 
hospital is managing to treat several thousand patients with 
the barest equipment and little laboratory assistance. On 
July 26 all medical officers in the area were invited to attend 
a clinical conference at the San Lazaro Hospital, Manila. 
The meeting featured eye, ear, nose and throat cases of lep- 
rosy, yaws, tuberculosis and contagious diseases under the 
auspices of the staff of the hospital. 


GENERAL 


Anton Carlson Made Director of Alcohol Council.— 
Dr. Anton J. Carlson, emeritus professor of physiology, Uni- 
versity of Chicago Scheol of Medicine, has been appointed on 
a part time basis as director of the Research Council on 
Problems of Alcohol, New York. 

Congress of Ophthalmology.—The Pan American Con- 
gress of Ophthalmology will definitely take place in Monte- 
video, Uruguay, the week of November 26. A comprehensive 
program will be presented, which will include reports from 


two committees, namely that on the prevention of blindness 
and that on trachoma. [rom these committee reports it 1s 
hoped that some codification will eventuate in uniformity 


throughout the entire Western Hemisphere. Despite wartime 
restrictions, it is still possible for a limited number of North 
American ophthalmologists to obtain transportation to Monte- 
video. Arrangements can be made through the American 
Express Company and the Pan American Airways. 

Two Years’ Study of Military Educational Technics. 
—The American Council on Education has received a grant 
of $150,000 from the Carnegie Corporation of New York and 
the General Education Board to carry on a two year investi- 
gation to determine what civilian schools and colleges can 
learn trom Army and Navy wartime educational technics. 
The study will be under the direction of Alonzo G. Grace, 
Ph.D., commissioner of education of Connecticut, on leave of 
absence for the purpose. Dr. Grace will establish headquar- 
ters and staff in Washington and will also have the assistance 
of a special commission of leading educators, who will meet 
with the staff from time to time and visit military and naval 
installations to observe training programs in operation. 
Included in the comprehensive study of educational needs will 
be the consideration of training programs for leadership and 
ior the training of teachers in physical education and_ health. 

Galtup Poll on Cancer.—The American public would favor 
a congressional appropriation of a $200,000,000 fund for the 
study and treatment of cancer, according to a Gallup poll 
published in the newspapers July Three out of four per- 
sons said they were willing to pay more taxes to provide the 
money. In reply to a question issued by the American Insti- 
tute of Public Opinion, “Should Congress pass a law which 
would provide $200,000,000 for the study and treatment of 
cancer in this country?” “Yes” was returned in 81 per cent, 
“no” 10 per cent and “no opinion” in 9 per cent. For the 
question “Would you be willing to pay more taxes to provide 
this money?” 75 per cent voted “yes,” 20 per cent “no” and 
5 per cent “no opinion.” The newspaper report stated that 
the studies by the institute have shown that the American 
public still has many misconceptions and false notions about 
cancer, indicating the need for continuous educational campaigns. 
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Association of Medical Illustrators.—Mr. Tom Jones, 
professor of medical and dental illustration, University of Illi- 
nois Colleges of Medicine, Dentistry and Pharmacy, Chicago, 
was elected president of the Association of Medical Ilustrators 
at its organization meeting in Chicago, July 16-19. Other 
officers include Mr. Willard C. Shepard, art editor, W. B. 
Saunders, publishing company, Philadelphia, vice president; 
Muriel McLatchie, Massachusetts General Hospital, Boston, 
secretary, and Elizabeth Brodel, New York, treasurer. The 
association was formed to promote the study and to encourage 
the advancement of medical illustration and allied fields of 
visual education to promote understanding and cooperation 
with the medical and dental professions, including public health 
and nursing and to advance medical education. The associa- 
tion begins with a charter membership of about fifty -four, 
and Philadelphia was tentatively selected as the site for a 
meeting in 1946. A dinner honoring the delegates to the 
organization meeting was given July 17 (THe JourNat, July 7 
page 744). The association will include members in Latin 
America and Canada. 

Prevalence of Poliomyelitis.—Reports of cases of polio- 
myelitis for the week ended July 21 have been received from 
the division of public health methods, U. S. Public Health 
Service, as follows: 


ve Week Week Week 
Ended Ended Ended Ended 
Division and State 1945 1944 Division and State 1945 1944 
New ee States: South Carolina . 12 4 
oe Georgia .......... 5 5 
Ne Ww ‘Rasechine ‘ 4 3 Florida 2 5 
Vermont 2 East South entral States: 
Massachusetts eine (ae 6 Kentucky ..... 3 77 
Rhode Island 20 1 
Connecticut .. Alabama ......... 7 
Middle Atlantic States: Mississippi ....... 5 
New York ....... 46 153 West States: 
New Jersey ....... 37 7 Arkans 3 
Pennsylvamia ..... 12 56 L 4 5 
East North ¢ contend States: Oklahoma ........ ) 4 
Ohio . 8 14 1. eee 62 9 
2 10 Mountain States: 
Wisconsin .. 2 Wyoming 
West North Central States: rere 2 
Minnesota ........ 3 New Mexico ..... 
South Dakota ..... ‘> Pacific States: 
Nebraska ......... 1 3 Washington 4 1 
Atlantic States: Calsformia 25 11 
District of Columbia 9 8 “— 29 weeks: 
28 30 945 and 1944. 2,320 
West Virginia .... } 4 Median 1940. 1944. 1,223 
North Carolina .... 3 62 


Narcotic Violations.— The U. S. Bureau of Narcotics 
announces the following actions: 


Dr. James E. Sherman, 


Houston, Texas, pleaded quilty in the U. 
District Court at Houston, a 


S 
4, to violation of the leral narcotic 
law and was sentenced on count 1 to serve a term of two years m 
jail; on count 3 the sentence of one year and one day was suspended 
and he was placed on probation for a period of five years, which is to 
take effect on the expiration of the two year sentence received for 
count 1. Count 2 was dismissed. 
Dr. Robert E. Heath, Uniontown, 
the U. S. District Court in Ernie, 
cotic law. His sentence of two 
on probation for a similar period; 


Pa., pleaded guilty on June 8 in 

Pa., to violation of the federal nar- 
years was suspended and he was placed 
he was also ordered to pay the cost of 


Harrisburg, Pa., pleaded guilty in the U. S. 
Harrisburg, May 8, to violation of the federal nar- 
W > was fined $300 bone placed on probation for one year. 
Dr. Wayne D. Daugherty, Grove City, Pa., on March 21 pleaded 
District Court to violation of the federab narcotic 
a two year suspended sentence and placed on pro- 
a similar period; he was also ordered to pay the costs of 


District Court in 


* was given 
bation for 
prosecution, 


Dr. Weir M.*Hamilton, Natrona, Pa., on April 25 pleaded guilty in 
the U.S. District Court at Erie. He was given a suspended sentence 
of five years and placed on probation for a similar period. The court 


further stipulated that the physician enter the U. S. Public Health Ser- 
vice Hospital at Lexington, Ky., for treatment of his addiction to nar- 
cotics and remain there until discharged by the authorities. 

Dr. Herbert L. Wright, Konawa, Ok on May 21 pleaded guilty in 
the U. S. District Court at Muskogee, Okla. to violation of the federa 
a a law. He was given a suspended sentence of tive years and 
placed on probation for a similar period. 

Dr. Samuel H. Dender, New York, convicted in the Southern District 
New York of violation of narcotic law, on 
March 21 was sentenced to a term of two years and fined $1,500 on 
four counts of the indictment. On the remaining counts of an indict- 
ment sentence was suspended, and he was placed on probation for a 
period of one day to begin at the expiration of the penitentiary sentence 
on condition that he resign from the medical profession The state 
board of medical examiners voted on April 20 to revoke Dr. Dender’s 
license to practice medicine in New York. 

Dr. Charles H. Hamilton, Vermont, Il., pleaded guilty July 5 to 
violation of the federal narcotic law. is sentence was suspended and 
he was placed on probation for a period of two years and ordered to 
pay a sum of $50 for costs. 
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Foreign Letters 


LONDON 
(From Our Regular Correspondent) 


July 7, 1945. 


Central Medical War Committee of British Medical 
Association Thanked by the Government 
for Its Services 

On the termination of the war in Europe Mr. Willink, minis- 
ter of health, has thanked the Central Medical War Committee 
of the British Medical Association for its valuable help and 
cooperation during the past six years. He says that its task, 
readily undertaken at the outbreak of war, assumed a magni- 
tude and complexity greater than could have been foreseen, but 
its members shouldered the work with determination and efh- 
ciency. Their first duty was to provide the practitioners neces- 
sary for the medical needs of the armed forces. This was 
indeed a positive contribution to victory. He knew the diff- 
culties of weighing the counterclaims of civilian needs in 
general practice, hospitals, public services, teaching, research 
and other fields. As the war lengthened and civilian medical 
resources were progressively deleted, almost each individual 
‘case became a problem, but the committee could always be 
relied on for a sound and fair minded judgment in striking 
the balance between civil and military needs. It also gave 
much careful consideration to safeguarding the interests of 
serving practitioners. 


The Urinary Complications of Pregnancy 


At a joint meeting of the Sections of Urology and of Obstet- 
rics and Gynecology of the Royal Society of Medicine Mr. Joel 
Gabe opened a discussioh on the urinary complications of preg- 
nancy. He described the changes which occurred in the urinary 
tract during pregnancy. As early as the third month there 
were changes in the upper urinary tract. The anatomic changes 
most often seen were dilatation of the calices, pelvis and ureier 
as far down as the pelvic brim. The abdominal ureter was 
often elongated and might become tortuous, kinked and _ later- 
ally displaced. Kinking usually affected the upper third of the 
ureter and there might be so much as to obstruct ureteral 
catheters. Even before the uterus was large enough to exert 
pressure certain physiologic changes—atony, relaxation and 
stasis—occurred. These were generally regarded as due to the 
action of hormones elaborated by the placenta. If the urine of 
pregnant women was injected into virgin rabbits, changes were 
produced in their urinary tracts like those observed in the 
pregnant animal. It had also been shown that the amount of 
the luteinizing principle and estrogen excreted in the urine 
increased during pregnancy. 

The stasis and atony which occurred in the urinary tract 
were the perfect prerequisites for infection and it was remark- 
able that this did not more often happen. Stasis was found in 
73 per cent of primiparas and in 45 per cent of multiparas. 
When excessive it might cause temporary renal impairment, but 
normally the total renal function was unaffected, and there were 
no changes in the blood chemistry. Atter normal pregnancy 
retrogressive changes occurred in 60 per cent of women within 
two weeks of delivery and intravenous pyelograms were usually 
normal by the tenth day of the puerperium. 
might last for a fortnight or longer. 

Miss Gladys Dodds discussed 287 cases of antepartum pyelitis 
admitted to University College Hospital. The average age was 
25.4 years and 185 were primiparas. The infection occurred 
most commonly before the twenty-fifth week. The onset in the 
majority was sudden, with acute stabbing pain referred to one 
side, often associated with shivering, occasionally with fre- 
quency of micturition and less often with vomiting. The acute 


Ureteral atony 
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stage lasted on the average six days and then the general con- 
dition improved. In just over 10 per cent the course was more 
unfavorable, the temperature remaining high, the general con- 
dition not improving, and anemia perhaps developing as a result ° 
of the prolonged sepsis. Two patients died after the pregnancy 
terminated, 1 after spontaneous labor in the twenty-ninth week, 
the other nine days after hysterotomy at the twenty-third week. 
Necropsies showed in 1 case mild pyelonephritis and in the 
other pyelonephritis with the acute inflammation of the kidney 
pelvis and ureters. 

The early patients, numbering 186, were treated with large 
doses of alkalis, occasionally with acids and methenamine. Only 
4 so treated had sterile urine during the pregnancy. Another 
group of 37 were treated by a ketogenic diet or by mandelic 
acid. Five had sterile urine after treatment. <A third group 
of 64 were treated with sulfonamides and in 36 the urine became 
sterile. Of the total number, 236 were subsequently delivered 
in a hospital of a viable fetus. Signs of toxemia developed in 
73 before the end of pregnancy and 2 had eclampsia. The 
incidence of toxemia was thus 30.9 per cent, which was lower 
than that of the normal clinic population. 


Cold Storage of Skin for Autogenous Grafting 

The severe burns sustained in airplane crashes often necessi- 
tate a succession of operations for which the patient is unsuited 
mentally and physically. In a Hunterian lecture, delivered at 
the Royal College of Surgeons, Squadron Leader D. N. Mat- 
thews, medical officer in charge of a plastic unit of the Royal 
Air Force, described a method by which the number of opera- 
tions could be reduced and which had other uses. A succession 
of operations had been necessary because the time required to 
surface all the areas at one operation was prohibitive and 
because the operation would have to be postponed until all the 
sloughs had separated and all the areas were bacteriologically 
clean enough for skin grafting. This would mean that the 
areas ready first would have to wait until the slower areas 
were also ready; during this time fibrosis would progress and 
the functional and cosmetic would therefore suffer. The method 
of Matthews reduces the number of operations to the short one 
necessary for cutting the skin. The stored skin can then be 
applied as a bedside dressing without anesthesia, as and when 
required. 

Skin storage has other uses. It reduces the number of donor 
areas necessary in multiple stage routine plastic repair of healed 
wounds. The patient is saved the pain of a second or even a 
third donor area. The duration of each operation after the first_ 
is also lessened by the time it would have taken to cut a fresh 
graft. Another use is to provide a spare piece of skin in case 
the graft partially fails. Finally, stored skin provides an experi- 
mental skin bank for investigating the problems of heterogenous 
grafting. 

Matthews preserves skin by folding it with its raw surfaces 
opposed and wrapping it in a piece of tulle-gras, and this in 
turn in a piece of gauze wrung ont of isotonic solution of 
sodium chloride. It is then put in a sterile, air tight, screw 
stopped glass bottle and held away from the small amount of 
fluid which collects in the bottle by insertion* of a rubber ring 
or leadfoil to rest on. The bottle was stored in a household 
refrigerator at a temperature between 3 and 6 C. At this low 
temperature the autolytic activity of the tissue enzymes and 
the destructive power of microbes are slowed. The cells pass 
into a state of latent or suspended life. Grafts which had been 
stored for periods up to twenty-one days took satisfactorily in 
all cases when applied to granulating surfaces. Successful 
grafting after cold storage was described by the French sur- 


geon de Martigny in 1913. Carrel in 1912, when discussing 


tissue culture of pieces of skin, stated that when they ceased 
to proliferate he placed them in cold storage for several days 
“in a state of latent life” and then, when he replaced them in a 
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suitable medium, he observed new and active growth. Thus 
the principle of cold storage of skin for grafting is not new, 
but its application by Matthews in the treatment of the burns 
of airmen is an innovation, 


BUENOS AIRES 
(From Our Regular Correspondent) 


June 15, 1945, 


Surgical Therapy of Arterial Hypertension 

At a recent meeting of the Society of Internal Medicine of 
Buenos Aires at which Dr. Egidio S. Mazzei presided, surgical 
therapy of arterial hypertension was the subject of discussion. 
Dr. Anibal S. Introzzi of Buenos Aires said that arterial hyper- 
tension and its complications are the causes either of death or 
of permanent invalidism of a large number of relatively young 
Death of persons over 50 is due to arterial hyperten- 
sion in 25 per cent of the cases. Many patients cannot afford 
Drs. Julio Palacio, G. Hugo Dickmann, 
Egidio S. Mazzei and Andres A. Veppo reported observations 
in 17 cases of hypertension. Surgical therapy is indicated in 
certain cases after failure of medical therapy. Smithwick’'s 
operation is indicated (1) when hypertension does not diminish 
after a period of mental and physical rest of the patient during 
which the proper diet and proper therapy are administered, (2) 
when headache, anxiety and irritability are either acute or 
almost constant, (3) when cardiac accidents (cardiac asthma, 
pulmonary edema and acute waves of hypertension) are menac- 
ing the patient and (4) in cases either of vascular spasm or 
of papillary edema of the fourth type and hypertension of Keith 
and Wagener’s type and also when renal insufficiency is still 
subacute. Proper therapy consists of iodides, antispasmodics 
and vasodilating drugs. Acute renal insufficiency, subacute 
retinal arteriosclerosis which shows hypertension of either acute 
or long course, cardiac insufficiency and angina pectoris contra- 
indicated an operation on patients with hypertension. 

Dr. Benito Just Tiscornia discussed the pathognomonic and 
nonpathognomonic ocular signs of arterial hypertension before 
and after surgical therapy. Papillary and retinal edema, con- 
gestion of the macula, exudates and hemorrhazes may diminish 
©. else disappear after the operation. Organic lesions, arterio- 
venous anastomosis, arteriosclerosis and the hypertensive aspect 
of the blood vessels are not modified after the operation. The 
changes in the fundus of the eye showing improvement depend 
on the degree of favorable changes of arterial pressure. The 
visual acuity and clear perception of objects improves in all 
cases after the proper surgical therapy of hypertension. The 
operation should be performed during the first or second states 
in the course of hypertension (according to Keith and Wagener’s 
classification). In these second stages of the disease the opera- 
tion prevents the occurrence of secondary changes of the fundus 
of the eye. However, even in the third and fourth stages of 
the disease the operation gives good results in hypertension. 


persons. 


the necessary rest. 


Social Medical Centers 

The National Department of Public Health of Argentina 
recently passed regulations compelling mutual insurance asso- 
ciations and organizations of a medicosocial type to declare 
the type of work they carry on and the bases on which the 
medicosocial service is given the insured. The National 
Department of Public Health can approve or cause modifica- 
tions in the conduct of such centers. 


New Hospitals in Countries of Latin America 
More than one hundred hospitals, dispensaries and public 
health centers have been recently organized in Latin American 
countries under the auspices of the Office of Inter-American 
Affairs. Twenty-four of these were opened in Brazil, Bolivia, 
Peru and Colombia. New hospitals and dispensaries are 
already functioning or will soon function in Lima, La Paz and 
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several mine regions of Bolivia. A leprosarium was recently 
opened in Sao Paulo. The efforts of four hospitals and of 
twenty-four health centers in Central America are directed 
toward the control of malaria and the teaching of public health. 
Several of these centers are situated along the Pan American 
road, others are located in territories in which rubber or 
textiles are produced. The construction and functioning of 
health centers in Uruguay are under the direction of the Inter- 
American Cooperative Center of Public Health. The main 
activity of these centers is concerned with various phases of 
preventive medicine. 


Reappointment of Professors of Universities 

In October 1943 several professors of the Universities of 
Puenos Aires, La Plata, Litoral, Cordoba and Tucuman issued 
a maniiesto proclaiming their democratic ideals. The govern- 
ment removed the professors from their chairs. Members of 
the government asked the universities to normalize their func- 
tions. The professors were requested to return to their chairs. 
Dr. B. A. Houssay was the last to accept reinstatement in 
the Faculty of Buenos Aires. The request for his reinstate- 
ment was made by the faculty and the government. The pro- 
fessors signed reinstatement papers on the condition of the 
maintenance of academic freedom and their attitude toward 
democracy. 

Medical Society at Rio de la Plata 

The Sociedad de Medicina Interna of Rio de la Plata was 
recently established. It will function in collaboration with the 
Societies of Internal Medicine of Buenos Aires and of Monte- 
video. Drs. Egidio S. Mazzei of Buenos Aires and Héctor 
Franchi of Montevideo are the presidents. 


Brief Items 

A committee for moral help to the blinded in war was 
recently established in Buenos Aires. 

Dr. Egidio S. Mazzei of Buenos Aires, ex-president of the 
Society of Internal Medicine of Buenos Aires, was appointed 
regular professor of clinical medicine at the Faculty of Medi- 
cine of the University of La Plata. 


Deaths 


Dr. Alejandro A. Raimondi, aged 67, head of the Hospital 
Torn of Buenos Aires, died on Feb. 11, 1945. 


Marriages 


Froyp SAMUEL BarkINGER, Emden, IL, to Miss Winitred 
Lois Wain of Forest Hills, N. Y., in Ripley, England, June 2. 

Josepu J. Lixos, Los Angeles, to Miss Lorraine Martha 
Rolle of East St. Louis, IIL, in St. Louis, June 15. 

Broce D. Ler, River Forest, Ill, to Ensign Jane Roberts 
of Pocatello, Idaho, in Washington, D. C., April 20. 

BENJAMIN JACKSON Puitips Jr., Jacksonville, Fla., to Miss 
Carolyn Parker of Lenoir, N. C., June 24. 

Hrxry Donato, Mount Pleasant, S. C., to 
Theodore Koster of Charleston, June 19. 

James Ray Nunez, Abbeville, La., to Miss Agnes Pietrow- 
ski of Jersey City, N. J., June 2. 

Warp Jonn McFartanp, Glenbrook, Conn., to Miss Mary 
Luise Henry in Orange, June 23. 

Rosrrt CHartes Hasty, Omaha, to Miss Jeanetta Jane 
Bryant of Norfolk, Va., June 4. 

St. Louis, to Miss Patricia Rentsler 
of Plainfield, N. J., June 24. 
M. Parker, Brookline, 
Newiger of Brooklyn, July 1. 

Cart Douctas Huckteserry, Danville, Ind., to Miss Marcia 
Connor of Sullivan in June. 


ARTHUR A. GoLpFArB to Miss June Florence Wax, both of 
New York, June 3. 


Miss Anne 


Mass., to Miss 


Sheryl 
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Deaths 


Isaac Levin ® New York; University of Tomsk Faculty of 
Medicine, Russia, 1890; interned at the Military Medical Acad- 
emy in St. Petersburg, Russia; attending surgeon at the Army 
Hospital in St. Petersburg, Russia, 1890-1891; associate in 
pathology at Columbia University from 1909 to 1912 and asso- 
ciate in cancer research from 1912 to 1915; for many years clini- 
cal professor of cancer research at the University and Bellevue 
Hospital Medical College; specialist certified by the American 
Board of Radiology, Inc.; member of the American Association 
of Pathologists and Bacteriologists, Harvey Society, American 
Physiological Society, American Genetic Association, American 
Association for Cancer Research, Radiological Society of North 
America, American College of Radiology, Society for Experi- 
mental Biology and Medicine and the American Radium Soci- 
ety; fellow of the American Association for the Advancement 
of Science and the New York AcadeMy of Medicine; director 
of the New York City Cancer Institute from 1923 to 1930; 
at various times on the staffs of the Sydenham, Beth David, 
Montefiore, St. Bartholomew's and Lebanon hospitals; editor 
of Archives of Clinical Cancer Research from 1925 to 1930; 
died June 19, aged 78. 

Lee Maidment Hurd ® Rowayton, Conn.; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1895; 
professor emeritus of laryngology at the New York University 
College of Medicine and professor of otolaryngology at the 
New York Polyclinic Medical School and Hospital, New York; 
an Affiliate Fellow of the American Medical Association ; 
retired member of the Medical Society of the State of New 
York; member of the American Academy of Ophthalmology 
and Otolaryngology and American Laryngological Association ; 
member and past president, American Laryngological, Rhino- 
logical and Otological Society; fellow of the American College 
of Surgeons; specialist certified by the American Board of 
Otolaryngology; consulting laryngologist at the Downtown 
Hospital, New York; attending otolaryngologist at the New 
York Polyclinic Medical School and Hospital, New York, 
where he died May 15, aged 71, of arteriosclerotic heart disease 
and parkinsonism. 

Frederick William Shaw, Richmond, Va.; University of 
Kansas School of Medicine, Kansas City, 1900; research pro- 
fessor of bacteriology at the Medical College of Virginia, where 
he had been professor of bacteriology and parasitology and 
head of the department, professor of bacteriology and clinical 
pathology and associate professor of bacteriology; associate 
professor and professor of hygiene at the University of Missouri 
School of Mines from 1919 to 1924; member of the American 
Society of Clinical Pathologists, Richmond Academy of Medi- 
cine and the American Medical Association; at one time asso- 
ciated with the Indian Service; major, medical corps, U. S. 
Army, 1917-1918; formerly physician at State Hospital num- 
ber 1 in Fulton, Mo.; died in the Medical College of Virginia 
Hospital May 29, aged 62, of gastric ulcer. 

Lawrence George Hanley, Buffalo; Niagara University 
Medical Department, Buffalo, 1887; member of the American 
Medical Association; served on the faculties at his alma mater 
and the University of Buffalo School of Medicine ; an examiner 
for the city civil service commission; for many years on the 
surgical staff of the Buffalo Hospital of the Sisters of Charity, 
serving as its president; on the staffs of the Emergency Hos- 
pital, St. Mary's Infant Asylum and Maternity Hospital, Our 
Lady of Victory Hospital and Providence Retreat; said to be 
the first ambulance surgeon in the city of Buffalo; awarded 
the honorary degree of doctor of laws from Niagara University 
in 1912; died May 22, aged 81, of myocardial failure. 

Charles Leo Merrill, Salina, Utah; University of Illinois 
College of Medicine, Chicago, 1920; member of the American 
Medical Association; in 1942 chosen honorary president of 
the Utah State Medical Association; served during World 
War I[; at one time professor at the Utah State Agricultural 
College, Logan; later spent three years in South America 
with the U. S. Extension Division of the Agricultural Depart- 
ment; twice mayor of Salina; medical superintendent and 
owner of the Salina Hospital; died in the Dr. W. H. Groves 
Latter-Day Saints Hospital, Salt Lake City, May 25, aged 57, 
of coronary thrombosis. 

Gertrude Allen, Hackettstown, N. J.; New York Medical 
College and Hospital for Women, Homeopathic, New York, 
1890; died in Bloomfield May 29, aged 79, of cardiac degenera- 
tion. 

Marcus Moses Anshin @ Lynn, Mass.; Loyola University 
School of Medicine, Chicago, 1919; on the courtesy staff of 


DEATHS 


1043 


the Lynn Hospital; died in the New England Deaconess Hos- 
pital, Boston, May 21, aged 52, of myocarditis. 

George Ballantyne Brown, Oakland, Calif.; College of 
Physicians aud Surgeons of San Francisco, 1918; member of 
the American Medical Association; died March 1, aged 52, of 
rupture of the heart. 


_Bascomb Lanier Chipley ® Chillicothe, Ohio; University 
ot Maryland School of Medicine, Baltimore, 1906; member of 
the American Society of Anesthetists, Inc.; fellow of the 
American College of Chest Physicians; superintendent of the 
Mount Logan Sanatorium; on the staff of Chillicothe Hospital ; 
member of the board of directors of the Ross County Tubercu- 
losis Association; died in Brunswick, Md., May 13, aged 61, 
of heart disease. 

William H. Cooper, Catchings, Miss.; Mississippi Medical 
College, Meridian, 1910; died May 13, aged 67. 

_Charles Morgan Davis, Laurel, Miss.; University of Nash- 
ville (Tenn.) Medical Department, 1890; Vanderbilt University 
School of Medicine, Nashville, 1890; member of the Americau 
Medical Association; died May 22, aged 76. 

_William Thompson DeCoster, Mankato, Minn.; Univer- 
sity of Minnesota College of Homeopathic Medicine and Sur- 
gery, Minneapolis, 1897; died March 26, aged 70, of coronary 
thrombosis. 
_Arthur Charles Delacroix, Bernardsville, N. J.; Univer- 
sity of the City of New York Medical Department, New York, 
1892; member of the American Psychiatric Association; died 
in the Memorial Hospital, Morristown, May 7, aged 74, of 
arteriosclerosis and cardiac decompensation. 

Peter Lycourgou Economos, Detroit; National University 
of Athens School of Medicine, Greece, 1897; died in the Harper 
Hospital May 15, aged 69, of adenocarcinoma of the pancreas. 

Frank Alvin Elders, De Soto, Mo.; Bennett Medical Col- 
lege, Chicago, 1915; served in the medical corps of the U. S. 
Army in France during World War I; died in Hot Springs 
National Park, Ark., May 25, aged 56, of coronary disease. 

Robert Trimble Foster, Groom, Texas; Atlanta School of 
Medicine, 1906; honorary member of the State Medical Asso- 
ciation of Texas; member of the American Medical Association ; 
served as local surgeon for the Rock Island Railroad; died 
March 27, aged 61, of heart disease. 

John McIver Furman ®@ Fort Worth, Texas; Memphis 
(Tenn.) Hospital Medical College, 1902; president of the Tar- 
rant County Medical Society in 1939; died March 21, aged 73, 
of coronary occlusion. 

Samuel Sampson Glasscock, Goodland, Kan.; Rush Medi- 
cal College, Chicago, 1887; member of the American Medical 
Association; honorary member of the Kansas Medical Society ; 
at one time professor of psychiatry at the University of Kansas 
School of Medicine in Kansas City, where he was medical 
director of the Grandview Sanitarium and on the staff of the 

Sethany Hospital; formerly assistant medical director of the 
State Sanatorium for Tuberculosis in Norton; died April 28, 
aged &3, of coronasy thrombosis. 

Edward Cornelius Haagensen @ Grand Forks, N. D.; 
Northwestern University Medical School, Chicago, 1894; served 
as city health officer; on the staffs of the Grand Forks Dea- 
coness and St. Michael’s hospitals; died in a local hospital 
March 28, aged 75, of heart disease. 

Austin Hutchison @ Bixby, Okla. (licensed in Oklahoma 
under the Act of 1908); on the courtesy staff of the Hillcrest 
Hospital in Tulsa; local surgeon for the Mid-Valley Railway 
Company; died March 27, aged 70, of coronary occlusion. 

Gordon H. Jackson, Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1910; died in the Presbyterian Hospital March 9, aged 
58, of heart disease and arteriosclerosis. 

Darie Lemieux @ Rolla, N. D. (licensed in North Dakota 
in 1900); in 1905 member of the state house of representatives ; 
for four years mayor of Dunseith; acting assistant surgeon of 
the U. S. Public Health Service during World War [; a mem- 
ber of the state tuberculosis board of trustees; for many years 
superintendent of the Rolette County Board of Health; died 
in St. Andrews Hospital, Bottineau, March 26, aged 70, of 
pleurisy. 

George Lafayette Lewis ® San Angelo, Texas; University 
of Texas School of Medicine, Galveston, 1900; past president of 
the Fourth District Medical Society and the Tom Green- 
Coun- 
ties Medical Society; founder member ot the San Angelo 
Medical and Surgical Clinic; on the statis of St. John’s Hos- 
pital and the Shannon Hospital, where he died April 5, aged 63, 
ot coronary occlusion, 
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John William Macune, Ballinger, Texas; Southern Metho- 
dist University Medical Department, Dallas, 1913; member of 
the American Medical Association; president of the Runnels 
County Medical Society in 1942; for many years city and county 
health officer; served during World War I; died April 3, 
aged 63, of lymphosarcoma. 

Joseph Samuel McCreary, Buffalo, Texas; Baylor Uni- 
versity College of Medicine, Dallas, 1932; member of the 
American Medical Association; interned at the Parkland Hos- 
pital in Dallas; began active duty as a captain in the medical 
corps, Army of the United States, in July 1942; went overseas 
with the Ninety-Third Division in March 1943, serving in the 
North African, Sicilian and Italian campaigns; relieved from 
active duty in October 1944; died February 15, aged 45, of 
heart disease. 

Harvey Lafayette Meador, Clayton, Mo.; National Uni- 
versity of Arts and Sciences Medical Department, St. Louis, 
1913: member of the American Medical Association; health 
commissioner of Clayton; at one time alderman; on the staffs 
of the Missouri Baptist Hospital, St. Mary’s Hospital and the 
Deaconess Hospital, St. Louis, where he died April 26, aged 
62. of hypertension and arteriosclerosis. 
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J. M. P. Pichette, Lake Linden, Mich.; School of Medicine 
and Surgery of Montreal, Que., Canada, 1892; served as health 
officer of the town of Lake Linden: died May 23, aged 75. 

Benjamin Ashby Pope, Newsoms, Va.; Medical College 
of Virginia, Richmond, 1898; member of the American Medi- 
cal Association; died in Richmond April 18, aged 69, of cirrhosis 
of the liver. 

Walter V. Prentice, Toledo, Ohio; Toledo Medical Col- 
lege, 1903; in 1932 appointed county jail physician; on the 
staff of the East Side Hospital, where he died April 30, aged 
68, of uremia. 

William D. Sears, E llaville, Ga.; Georgia Eclectic Medical 
College, Atlanta, 1882; died March 15, aged &&, of acute pyelo- 
nephritis. 

Albert Astor Shelley, Phoenix, 
College, Topeka, 1898; member of the American Medical Asso- 
ciation; on the staffs of the Santa Monica (Calif.) Hospital, 
St. Joseph's Hospital and the Good Samaritan Hospital, where 
he died April 16, aged 78, of dissecting aneurysm of the aorta. 

Willard Alvin Stearns, Savannah, Mo.; Lincoln (Neb.) 
Medical College of Cotner University, 1909: died April 28, 
aged 76, of coronary sclerosis. 
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Clifford Irwin Oliver ® Graceville 
Physicians and Surgeons of Chicago, 
the University of Illinois, 1901- 
of Surgeons; served during World War I; formerly state 
senator; on the staff of the West Central Minnesota Hospital ; 
died March 27, aged 68, of coronary thrombosis. 

Bernard Pehr, John Day, Ore.; Baylor University College 
of Medicine, Dallas, Texas, 1915; died May 6, aged 70 


Minn.; College of 
School of Medicine of 
fellow of the American College 
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Francis Eugene Talty, Hoboken, N. J.; Harvard Medical 
School, Boston, 1906; member of the American Medical Asso- 
ciation and the New England Roentgen Ray Society; died May 
27, aged 65. 

Rudolf Henry Wald, Los Angeles; Harvard Medical 
School, Boston, 1904; served overseas during World War 1; 
formerly on the staff of the Charles Miller Hospital in St. Paul ; 
died March 26, aged 71, of arteriosclerotic heart disease. 


KILLED IN ACTION 


Ripley Buckingham, Washington, D. C. 
Washington University School of Medicine, Washington, 
1941; interned at the Garfield Memorial Hospital; entered 
the medical corps, Army of the United States, on June 11, 
1941; began active duty as a first lieutenant in the medical 
corps on July 1, 1942; later promoted to captain; killed 
in action in China Aug. 18, 1944, aged 32. 


John Winfield Bassett, San Diego, Calii.; University 
of Southern California School of Medicine, Los Angeles, 
1940; interned at the Santa Fe Coast Lines Hospital in 
Los Angeles; commissioned a first lieutenant in the medi- 
cal reserve corps of the U. S. Army on June 10, 1939; 
began active duty in the Army of the United States on 


George 


Jan. 13, 1941; later promoted to captain; killed in action 
in the North American area May 29, 1943, aged 29 

Harvey Rodney Clugston, New Orleans; Louisiana 
State University School of Medicine, New Orleans, 1940; 
interned at the Charity Hospital in New Orleans; served 
a residency at the Lafayette Charity Hospital in Lafayette, 
La.; began six weeks’ ‘training period at St. Mary Parish 
Health Unit at Franklin in March 1942; appointed direc- 
tor of the Red River Parish Health Unit in Coushatta in 
April 1942; began active duty as a first lieutenant in the 
medical corps, Army of the United States, on June 13, 
1942; later promoted to captain ; left for overseas duty in 
April hig died from injuries received in action in Belgium 
Dec. 1944, aged 34. 
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Correspondence 


EARLY HEALING IN CHRONIC OSTEO- 
MYELITIS AND COMPOUND 
FRACTURES 


To the Editor:—Those who are familiar with the surgical 
program that I have been advocating for many years will 
remember that I insist on early correct position for inflamed 
or injured parts, adequate surgical drainage by clean-up of con- 
taminated or inflamed areas (débridement), wide open wounds 
to provide adequate drainage, prolonged immobilization in cor- 
rect position, and protection of the wound surface against secon- 
dary infection. There must be the same kind of protection 
(usually by infrequent dressings) until there is sound healing, 
in the best position for physiologic function in the extremity, 
and for use of the limb after the patient's recovery. 

In dealing with the wound and the wound surface, suturing 
of the wound should not be done in such a way as to cover up 
contaminated or septic areas (and thus pockets of infection) 
during or after wound healing. Efforts at primary and secon- 
dary suture, such as are still being advocated, for example, by 
Dr. Albert J. Key (Bull. New York Acad. Med. 21:87, 1945), 
have often resulted in immediate flare-ups because of the sutur- 
ing in of contaminated or infected material or a subsequent 
explosion with septic complications. Even when such wounds 
heal primarily, pockets of infection in the scar give trouble later 
on when they become irritated or traumatized, sometimes long 
after successful healing is supposed to have taken place. 

A new method, which offers not only an opportunity for 
earlier and sound healing but a satisfactory way of dealing 
with the wound and wound surface, has been employed recently 
by Lieut. Ernest M. Burgess, Fort Benjamin Harrison, Billings 
General Hospital, Indianapolis. Dr. Burgess advocates early 
skin graft of the wound surface as a new item in my program 
for osteomyelitis and compound fracture wounds. 

The skin graft, when fitted carefully onto the wound surface 
in such a case, does away with any attempt at suturing and 
provides the same kind of wound drainage which I have advo- 
cated in using the petrolatum pack. The sheet of skin graft 
not only covers the wound surface and provides wide drainage 
of the entire cavity but begins the process of healing imme- 
diately, so that both drainage and healing go along together in 
a satisfactory way. 

The results already obtained by Lieutenant Burgess indicate 
that this is so. From my point of view his proposal is entirely 
rational. It enables the surgeon to carry out the program on 
which I have always imsisted, with the addition that the cover- 
ing for the wound surface, instead of being a petrolatum pack, 
under which we must wait for skin growth, is a similar cover- 
ing but with a pack on top of the grait provided by the surgeon 
at the time of operation. Under this layer of skin, drainage 
and healing then go along together, as suggested. 

I should recommend also that with the skin graft the use of 
sulfonamide drugs in the wound be discontinued. 

(Since this was written, the following appeared in THE 
JourNaL, June 23, p. 598, under the heading “Local Application 
of Crystalline Sulfonamides Discontinued” :) 

The War Department Technical Bulletin of Medicine (TB MED 147), 
March 1945 (distributed to general and field hospitals and other medical 
units), announced the general policies regarding the local use of chemo- 
therapeutic agents. Experience im wound management justifies the 
abandonment of local use of any chemical agent in a wound for its sup- 
posed antiseptic effect in the prevention er treatment of infection. The 
practice of routine local application of crystalline sulfonamides to wounds 
as an emergency aid measure and prior to initial wound surgery will be 
discontinued. The local application of these compounds to wounds not 
involving serous cavities following wound surgery will also be discon- 


tinued, and their local use in wounds involving serous cavities is not 
recommended. 
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This order finally meets a demand I have been making for 
many years, i. e. that a program of surgical care be substituted 
for all the attempts to prevent and cure wound infection by 
chemotherapy. For example: from one of my recent papers, 
“The Physiologic Factors Involved in Protecting the Patient 
Against Infection in the Healing of Fractures in Compound 
Wounds” (Tr. Coll. Physicians of Philadelphia, February 1943) : 

In a recent circular from the Bureau of Medicine and Surgery, Navy 

Department, April 1942, immobilization of wounds and infected parts is 
mentioned, débridement and drainage are discussed, but irrigation of 
wounds is still permitted and reliance for a cure rests chiefly, as far as 
these official instructions are concerned, upon the sulfa drugs. In eleven 
pages in the circular .on wounds and burns, the sulfa drugs are mentioned 
on every page, employed for every type of wound and injured part, and 
in the eleven pages of the circular are mentioned thirty-nine times; ten 
times oftener than any other drug. The very great danger of poisoning by 
sulfa drugs is barely referred to. 
With so many factors unknown and no possibility of exact determina- 
tion of the physiologic factors involved we can only infer that whether 
we breathe germs, swallow them or infect our wounds from the atmosphere 
we can and usually do defend ourselves against all atmospheric kinds and 
amounts of infection. And this is true whether the air or we ourselves 
are treated chemically or not. 

As I have pointed out on numerous occasions, my percentage 
of healing without the use of chemical antiseptics has always 
been as good as or better than most of the results claimed by 
others with chemical agents. By doing an adequate drainage, 
or débridement, by being sure that all pockets are open and 
then by applying the skin graft over the entire surface, leakage 
can take place around the skin graft just as it did when I made 
my first report on this method in 1923, with the petrolatum 
pack. Suitable provision is made, of course, for the infrequent 
dressing after-care. Along with this the remainder of our 
program can of course be carried out; that is, original correct 
length and position for the inflamed and injured parts, immo- 
bilization after operation in plaster of paris, using skeletal pin 
fixation with plaster of paris when necessary and prolonged 
protection of the limb, with the patient in the correct position. 
Perhaps | may be pardoned if I make the observation that, 
having visited a considerable number of army and navy hos- 
pitals during the past two years, I have found that there is 
excellent technical operative surgery being done, but there has 
been some disregard of preliminary correction of deformity and 
inadequate protection of parts in correct position after operation. 

Plastic operations are being done on extremities on which no 
previous attempts at restoration of correct position and function 
has been attempted, and in the postoperative care immobiliza- 
tion and splinting have been neglected on the theory that early 
motion is necessary. It is most important to remember that 
ultimate usefulness depends very largely on anatomic position. 
The best position possible is necessary in order that inflam- 
matory complications may be avoided and protection of the 
inflamed or injured parts against damage, even by the patient 
himself, is most important. For this no apparatus is as good 
as plaster of paris, properly applied and properly cared for 
during the entire period of the patient’s recovery. Prolonged 
immobilization is harmful only in those cases in which there 
is constriction or faulty position or in which infection and 
inflammatory complication have had inadequate or improper 
surgical care primarily and secondarily as well. 

Meleney of New York has recently reported the results of 
several years’ clinical study of the effects of sulfonamide drugs 
in wounds (Surg., Gynec. & Obst. 80:203 [March] 1945). He 
concludes that the sulfonamides have no value in the local pre- 
vention or cure of wound infection. For some reason which I 
cannot understand he thinks that we can find out why sulfon- 
amide drug bacteriostasis is “inactivated” in wounds! And he 
suggests that we resume the search for a “miracle drug” and 
fall back on “good surgery,” which to many surgeons still 
means a good operation followed by daily dressings. This is 
certainly not enough. 

H. Wixnetr Orr, M.D., Lincoln, Neb. 
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EXAMINATION 


THE TERM “WHOLE BLOOD” 

To the Editor:—Dr. Scannell’s contention (THe Journat, 
June 23, p. 614) that “citrated” blood should not be classified 
“Whole” blood means that the 
blood used for transfusion contains all the vital elements of the 
Even when a small amount of sodium citrate is added 
to the blood (0.38 per cent), the blood represents “whole blood.” 
Whether the complicated technic of the stopcock method or 
similar apparatus (Unger, Soresi, Miller, Scannell, Oehlecker 
and many others) or the most flexible and simple citrate method 
is used, the blood represents “whole blood.” “Citrated blood” 
is justly called “whole blood” in contradistinction to citrated 
plasma, which contains only a small part of the vital blood 
constituents. 


as “whole” blood is erroneous. 


blood. 


I suggested the citrate method of blood transfusion in 1915. 
Unger (then an intern at Mount Sinai Hospital) constructed 
at the same time his apparatus, which was the most popular 
among the different instruments used for blood transfusion. 
For a number of years both the Unger apparatus and the citrate 
method were used in this hospital. Both methods had their 
supporters among members of the staff. However, according 
to the darwinian law of “survival of the fittest,” the citrate 
method is now the only method used at this hospital. More 
than three thousand transfusions are given every year at Mount 
Sinai Hospital, all by the citrate method. Transfusion appara- 
tus have disappeared completely not only from this hospital, 
but from most institutions all over thg world. 

Scannell should know that reactions are not due to sodium 
citrate. They occur following any method of transfusion, unless 
instruments, solutions and tubing are kept immaculately clean. 
Ever since Rosenthal in 1933 pointed out the importance of 
these technical details, post-transfusion chills have been kept at 
a very low level. 

The citrate method is the only practical method of. blood 
For this reason it is used in peace and war to the 
exclusion of other methods. Furthermore, blood banks cannot 
be used unless the citrate method is employed. . 


transfusion. 


All other methods are of only historical interest, comp!ctely 
forgotten except by a few members of the profession whose 
names are connected with one or another apparatus. 

Scannell states that whole blood and citrated blood are as 
different as black and white. Unless I am color blind, al! 
apparatus which necessitate a direct connection between donor 
and recipient are definitely on the “black” list. The citrate 
method has supplanted them all and after thirty years continues 
to shine in bright “white” colors. 


Ricuarp Lewrtsoun, M.w., New York. 


MULTIPLE CARCINOMAS 


To the Editor:—In the clinical note by Dr. C. A. Holland 
of Philadelphia in Ture Journat, June 2, appears the following 
paragraph: 


Irradiation was administered by Dr. Edward Chamberlain between 
June 10 and July 18, tive days a week in daily dosages of 100 roentgens 
fourth im each of tour anteroposterior, posteroanterior, 
left posterior oblique and right posterior oblique) to a total of 3,000 
roentgens. This heavy dosage was well tolerated, with a minimum of 
skin reaction. 


(one positions: 


Unfortunately this paragraph does not truly set forth the 
essential factors that were used in the x-ray treatment of this 
remarkable case. In reading Dr. Holland’s description of the 
therapy technic, one would naturally understand that each of 
the four skin portals received one fourth of 3,000 roentgens. 


Actually each of the four skin portals received 3,000 roentgens. 


AND 


On each of the thirty days on which treatments were adminis- 
tered the daily dose of 100 roentgens was administered to each 
of the four skin portals. 

Dr. Holland’s case report is a valuable one. I know you 
will agree with this because you would not have published it 
if you had not considered it valuable. Its importance would 
seem to warrant some statement to correct the misunderstand- 
ing. I have already received a letter from a radiologist in 
Florida asking for additional information in view of the likeli- 
hood that the factors as described in the case report were in 
error. 

Had I had an opportunity to edit this paragraph about the 
irradiation of this patient’s esophageal carcinoma, I would have 
changed the first sentence of the paragraph quoted to read as 
follows: 

Irradiation was administered under the supervision of Dr. W. Edward 
Chamberlain between June 10 and July 18 in daily (occasionally the 
interval was forty-eight or seventy-two hours instead of twenty-four 
hours) doses of 100 roentgens, to a total dose of 3,000 roentgens, to 


each of four skin portals, anterior, posterior and right and left oblique 
lateral. 


W. Epwarp CHAMBERLAIN, M.D., Philadelphia. 


“EPILEPSY, THE GHOST IS OUT 
OF THE CLOSET” 


To the Editor:—A pharmaceutical house has distributed to 
physicians a pamphlet printed by the Public Affairs Committee 
called “Epilepsy, the Ghost Is Out of the Closet.” An accom- 
panying letter from the company’s president quotes a favorable 
comment about the pamphlet by THe JourNAL and states that 
I assisted in the preparation of the pamphlet. This is true, but 
paragraphs dealing with heredity contain statements which I 
know are untrue and were printed in this red covered edition 
over my protest. A corrected blue covered edition has been 
printed tor distribution by the American Epilepsy League, 
50 State Street, Boston. 

Wittram G. Lennox, M.D., Boston. 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


BOARDS OF MEDICAL EXAMINERS 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Ixaminations of the boards of medical examiners and boards of exam- 
iners in the basic sciences were published in Tue Journat, July 238, 
page 97 3. 


EXAMINING BOARDS 


AMERICAN BoarRD or ANESTHESIOLOGY: 
Jan. 18. Oral. Various centers, Oct. 
is Oct. 20. Sec., Dr. Paul M. 


IN SPECIALTIES 


Written. Various centers, 
Final date for filing application 
Wood, 745 Fifth Ave., New York 24. 
May 27. 


AMERICAN Boarp OF NEUROLOGICAL SuRGERY: Chicago, 
> 


Final date for filing application is Jan. 31. Sec., Dr. P. C. Bucy, 912 S. 
Wood St., Chicago 12. 

AMERICAN Boarp OF Ossterrics AND GyNecoLocy: Written. Part I. 
Various centers, Feb, 2. Final date for filing application is Nov. 1. See., 
Dr. Paul Titus, 1015 Highland Bldg., Pittsburgh 6. 

AMERICAN BOarRD OF OPHTHALMOLOGY: Chicago, Oct. 2-5 and Los 


Angeles, January. Sec., Dr. S. Judd Beach, 56 Ivie Rd., Cape Cottage, Me. 


American Boarp OF OTOLARYNGOLOGY: Chicago, Oct. 3-6. Sec., 
Dr. Dean M. Lierle. University Hospital, lowa City, la. 
American Boarp oF Pepiatrics: Written, Locally, Oct. 19. Oral. 


New York, Dec. 7-8. Sec., Dr. C. A. Aldrich, 115% First Ave., S.W., 
Rochester, Minn. 

AméRICAN Boarp or Urortocy: Written. Chicago, Dec. 9. Oral. 
Chicago, Feb. 19-22. See., Dr. Gilbert J. Thomas, 1499 Willow St., 


Minneapolis 4. 
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MEDICOLEGAL ABSTRACTS 


Malpractice: Alleged Severance of Ileum During Per- 
formance of Appendectomy.—The plaintiff instituted an 
action for damages for malpractice against the physician defen- 
dant, Edwards, alleging, so far as is here material, that the 
physician negligently severed her ileum from the cecum in per- 
forming an appendectomy on her and negligently bound together 
small loops of her small intestine, resulting in an almost com- 
plete obstruction therein. The trial court overruled a motion 
for a directed verdict on the grounds of insufficiency of evi- 
dence to establish negligence on his part and the jury returned 
a verdict in favor of the patient. Later the physician made a 
motion for a new trial and from the denial of the motion 
appealed to the Supreme Court of Colorado. 

Because the physician contended that the evidence adduced 
at the trial was insufficient to establish his negligence, the court 
undertook to summarize that evidence. The plaintiff, said the 
court, on being stricken with acute appendicitis, on the direc- 
tions of the physician, was taken to a hospital in Denver where 
her appendix was removed by the physician. A few days later 
fecal matter began to exude from the incision and this con- 
dition continued. Several months thereafter another physician 
performed another operation, which disclosed, he stated, that 
the patient’s ileum had been cut in two and that the two ends 
were about 8 inches apart. He effected finally a proper union 
of the loose ends of the ileum. The second physician could 
only account for the separation of the ileum by “an accidental 
severance with a knife or scissors.” Another physician who 
assisted him in the second operation testified : 

The terminal ileum was found to be completely severed from the 
cecum, t was severed or cut so the two ends were not approat- 
mating one another; they were several inches away. ve stump 
(of the lower portion of the separated ileum) looked like it might have 


been severed. I couldn't say detinitely—with some sharp imstrument of 
some sort, 


The defendant testified that he did not either cut or sever the 
ileum in the course of the appendectomy and claimed that by 
placing a gauze packing around the ileum before the appendix 
was cut he precluded such a possibility. However, cross exami- 
nation and the testimony of other medical witnesses tended to 
show that in the procedure actually followed in the questioned 
operation positive infallibility in the protection of the ileum 
from an accidental cut was not insured by the insertion of gauze 
packing. Both the physician defendant and another physician 


who assisted him in the operation testified that the patient's: 


intestines were friable from inflammation caused by some pre- 
existing infection and intimated that the fecal discharges 
through the incision came via a fistula from lesions resulting 
therefrom. In opposition, the physician and his assistant per- 
forming the second operation testilied that the patient's intes- 
tines were normal and displayed no signs of any disease 
condition whatsoever. The physician defendant called five other 
physicians, who testified in response to hypothetical questions 
that had the ileum been severed completely the early death of 
the patient trom peritonitis, caused by the consequent flooding 
of the abdominal cavity with fecal matter, would have been 
almost inevitable, and since the patient had not died, they 
believed that the intestine had not been severed during the 
course of the appendectomy. To controvert this testimony, on 
behalf of the patient there was presented expert medical testi- 
mony to the effect, apparently as revealed in the second opera- 
tion, that through nature’s protective processes the upper end 
of the severed bowel, following the line of least resistance, had 
become adherent to the abdominal wall at the place of the 
incision and there had formed a seal whereby the fecal matter 
from the organs above was discharged on the outside of the 
abdomen at that point, and that coincidentally the lower severed 
end of the intestine, being deprived of fluid, had sealed off and 
taken a position of repose. There was disagreement in the 
opinion of the medical witnesses as to the length of the period 
rectal discharges might continue after a severance of the ileum, 
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the evidence of witnesses for the plaintiff being that such as 
factually were known to have occurred properly could be attrib- 
uted to previous accumulations in the large bowel below the dis- 
junction, while, contra, medical experts called by the defendant 
expressed the belief that the established rectal emissions demon- 
strated that there had been no severance of the bowel extract. 

It is to be observed, continued the court, that the testimony 
of no medical witness so much as suggested that the ileum at 
the alleged area of disjunction was involved in the original 
condition of acute appendicitis or that it was necessary to cut 
it, treat it or do anything at all with it in order to remove the 
appendix. The defendant sought vindication from liability on a 
denial that he had in fact severed the intestine. While the 
testimony was in sharp conflict as to both factual and hypo- 
thetical matters, it seems certain to us that the evidence uphold- 
ing the contention of the patient was amply sufficient to warrant 
the submission of the case to the jury and to support the find- 
ing of liability returned by it. The resolution of questions 
relating to the credibility and reliability of the various witnesses 
and the weight to be given their testimony are for the jury, 
and its conclusions in this field may not be disturbed by an 
appellate court. 

In support of their arguments, the defendant cited a number 
of authorities relating to the safeguards from liability accorded 
by the courts to physicians in their practice, where the conduct 
in question was shown to be in pursuance of a recognized technic 
and where the unfavorable results were brought about by honest 
errors or mistakes in judgment in diagnosis or procedure. It 
seems to us, answered the court, that in so contending the 
defendant has lost sight of the circumstance that the trans- 
gression here charged was not directed to any dereliction in the 
performance of the appendectomy as such but to the needless 
and negligent injury to an unrelated organ, which all the medi- 
cal witnesses agreed should not have been cut in any degree 
during the course of an appendectomy. In other words, the 
severance of the ileum, at the point herein claimed, in the per- 
formance of an appendectomy would be, as was said in l’ergeldt 
v. Hartsell, 8 Cir, 1 F. (2d) 633, cited by this court with 
approval in Daly vy. Lininger, 87 Colo. 401, 288 P. 633, as: 

f a surgeon, undertaking to remove a tumor from a person's scalp, 
lets his knife slip and cuts off his patient’s ear, or if he undertakes to 
stich a wound on the patient’s neck and by an awkward move thrusis 
his needle into the patient’s eye, or if a dentist, in his haste, leaves a 
decayed tooth in the jaw of his patient and removes one which is per- 
fectly sound and serviceable, the charitable presumptiens, which ordinarily 


protect the practitioner against legal blame where his treatment is unsuc- 
cessful, are not here available. 


During the selection of the jury, counsel for the patient asked 
if any of the prospective jurors had “ever been an officer or 
employee of a company that insures against malpractice.” This 
was the basis of a motion for a mistrial made by the physician 
which was overruled by the trial court. Ordinarily, said the 
Supreme Court, it is not reversible error in cases of this char- 
acter to ask prospective jurors whether or not they are inter- 
ested in a certain designated insurance company as officers, 
employees, stockholders or otherwise, since a plaintiff is entitled 
to inquire if any member of the panel has an interest in the 
corporation which has, or is supposed to have, indemnified the 
defendant against the liability asserted. However, the physician 
argued that the right so to inquire does not permit asking a 
blanket question concerning all insurance companies but must 
be limited to a certain company expressly named. Whatever 
may be the proper procedure hypothetically, answered the court, 
in the present case because of the surrounding facts the trial 
court committed no error in the ruling made. Counsel tor the 
patient, previous to propounding the question, could not ascer- 
tain from counsel tor the physician what indemnity company 
was interested in the outcome of the case. The trial court 
then ruled that if the patient’s counsel could not obtain the 
name of the insurance company involved from the physician's 
counsel “he is entitled to ask the general question.” Following 
the ruling the physician's counsel divulged the name of the 
insurance company involved and presumably thereafter inquiries 
to the jurors concerning their interests or employment referred 
to the proper company by name. The court accordingly con- 


cluded that the question objected to was proper. 
The judgment in favor of the patient was affirmed.—Edwards 
v. Quackenbush, 149 P. (2d) 809 (Colo., 


1944). 


i 
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AMERICAN 

The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1935 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but cam be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted below. 


American Journal of Medical Sciences, Philadelphia 
209: 561-700 (May) 1945 


*Severe Type of Hereditary Anemia with Elliptocytosis: 
Sequence of Splenectomy. T. B. Cooley.—p. 561. 

Frequency of Thalassemia. J. V. Neel and W. N. Valentine.—p. 568. 

Eosinophilia Following Parenteral Liver Therapy: Literature and Case 
Report. H. A. Hanno and M. Mensh.—p. 572. 

Prognostic Value of Marrow Eosinophils in Thrombocytopenic Purpura. 
S. O. Schwartz.—p. 579. 

Infectious Mononucleosis and the Negro, with Report 
A. Blain and E. C. Vonder Heide.—p. 587. 

Spontaneous Pneumothorax as Complication of Pneumonia in Adults. 
E. R. Movitt.—p. 595 

Hepatotoxic Action of Diethylstilbestrol with Report of Case. H. Elias 
and D. Schwimmer.—p. 602. 

Enhancement of Plasma Concentration of Penicillin in Dogs by Simul- 

Administration of Para-Aminohippuric Acid: IIT. K. H. 
F. Verwey, R. Woodward, L. Peters and P. A. Mattis. 


Interesting 


of 6 Cases. 


taneous 


Antistaphylococcal Activity of Various Sulfonamides, with Method for 
Routine Determination of Chemotherapeutic Activity. N. Ercoli, M. N. 
Lewis and Eleanor M. Harker.—p. 621. 

*Persistence of Pneumococci in Sulfonamide Treated Cases of Pneumenia. 
R. A. Goodwin Jr., Clare Wilcox and M. Finland.—p. 628. 

*Clinical Study of Sensitivity to Sulfathiazole. G. T. Kent and H. W. 
Dieferdorf.—p. 640. 

Failure of Penicillin in Rheumatoid Arthritis. B. I. Comroe.—p. 646. 

Foeal Electroencephalographic Changes During Scotomas of Migraine. 
G. L. Engel, E. B. Ferris Jr. and J. Romano.—p. 650. 

Initial Cardiac Examination of 23,000 Inductees and Volunteers. 
N. Flaxman.—p. 657. 

Acute Syphilitic Meningitis: Discussion ot 
Diagnosis. A. Heyman.—p. 664. 

Joint Disease Associated with Acromegaly. H. Waine, G. A. Bennett 
and W. Bauer.-—-p. 67 
Hereditary Anemia with Elliptocytosis.—The subjects of 

Cooley's report are 2 brothers, Jerome and Robert, coming 

from a family in which during five generations 19 of 29 boys 

born to women in the mother’s line of descent exhibited a severe 
anemia. Sixteen of the 19 have died, 1 is said to have recovered 
and the other 2 are the present patients. No girls have been 
affected. The family history indicates that the disease is trans- 
mitted by unaffected females in the “sex linked” manner of 
hemophilia, or the “sex influenced” manner of pattern baldness. 
Both of the brothers exhibit in their blood a striking type of 
elliptocytosis, which is not found in any of the numerous siblings 
or in either parent. Robert, the elder, has never shown indi- 
cations of serious illness but lives comfortably on average hemo- 
globin of 7.8 Gm., while Jerome, the younger, has always been 
more or less of an invalid, stunted, pale, and subject to frequent 
exacerbations of his anemia, in which transfusions become neces- 
sary. He has had more than twenty such periods during three 
years of observation. The blood of both boys has tended to 
be microcytic and hypochremic, and each has had periods of 
polycythemia with counts above 6,000,000. Jerome’s frequent 
relapses have apparently been due to infection, and the fact that 
at these times his blood shows fragmentation makes it seem 
probable that there is a hemolytic element present. His epi- 
sodes of respiratory infection are described by his parents as 
asthmatic. They are probably bronchitis. The patient’s white 

cells immediately following a relapse have usually shown a 

neutrophil count above 20,000. A striking change in Jerome’s 


Problems Encountered in 


cells followed a splenectomy. Robert's ceils have never shown 
It is believed that the operation influenced 


anything similar. 
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favcrably the fundamental disease process and that, if by suit- 
able prophylaxis the infectious element can be minimized, some- 
thing approaching a cure can be hoped for. This anemia adds 
one more to the list of the “refractory” anemias, uninfluenced 
by any therapy, except occasionally by splenectomy. All of 
these refractory anemias are due to constitutional defects in the 
hemopoietic system. Sickle cell anemia, Mediterranean anemia 
and a familial anemia reported by Strauss and Daland are other 
examples of refractory anemias. This last is also characterized 
by elliptocytes. 

Persistence of Pneumococci After Sulfonamide Treat- 
ment.—Goodwin and his associates studied the persistence of 
pneumococci in sulfonamide treated cases of pneumonia by 
examination of sputum and throat cultures from 43 patients at 
the Boston City Hospital before and at intervals during and 
after treatment with sulfathiazole or sulfadiazine. Three of 
the patients were studied during two attacks of pneumonia. 
Considerable variations were found in the persistence of pneumo- 
cocci. Of the strains of pneumococci found before the sulfonamide 
therapy was started, about 30 per cent persisted throughout the 
period of observation or were obtained intermittently during 
this time. Three fourths of the remaining strains could no 
longer be found after the third day of treatment. New types 
of pneumococci which were not found in the pretreatment cul- 
tures appeared in the specimens studied during or after sulfon- 
amide therapy in a considerable proportion of the cases. Most 
of the strains which first appeared during sulfonamide therapy 
could no longer be found after that treatment was completed. 
Multiple types of pneumococci were found more frequently in 
patients with a history of chronic respiratory infections. In 
these cases and in those with purulent complications of the 
pneumonia there was a greater tendency for the pneumococci 
to persist than in uncomplicated cases. The persistence of 
pneumococei was not related to the failure of the patient to 
develop antibodies for the homologous types. 

Sensitivity to Sulfonamides. — The untoward reactions 
resulting from the administration of sulfonamides may be 
divided into (1) direct toxic effects such as vomiting and 
cyanosis, (2) mechanical effects due to precipitation of the drug 
or its acetyl derivative in the urinary passages and (3) allergic 
reactions such as drug fever and eruption. Kent and Diefendorf 
studied the time of appearance of certain of the allergic reac- 
tions to the drugs and the incidence and time of onset of 
allergic reactions when the drug was readministered after being 
withheld for an interval. Of 472 patents who received one 
course of sulfathiazole, 110 exhibited some form of reaction 
to the drug, and approximately one half of these had allergic 
reactions. Regarding the percentage of patients developing 
drug fever on any one day the therapy is given, the authors 
say that the curve rises to a peak of 9.9 per cent on the ninth 
day and thereafter drops sharply. Thus, if a patient has had 
no reaction after nine days of therapy his chances of develop- 
ing one subsequently on the same administration diminish 
rapidly. Of 103 patients receiving sulfathiazole twice, 22 
patients exhibited sensitivity reactions. Of the patients show- 
ing manifestations of sensitivity on the second course, drug 
fever occurred within the first two days of readministration in 
all ot the patients who had fever on the first course. Three 
fourths of them had had no reaction on the first course. Of 
the patients who reacted to the second administration but not 
the first, none developed a reaction before nine days had elapsed 
from the time the first course was started. The appearance 
of sensitivity reactions on the second course is not related to 
the total time the drug is administered or to the absolute dura- 
tion of the interval between courses. Sensitivity reactions may 
follow an initial course, which may be as short as two or three 
days. No influence of dosage on the incidence of sensitivity 
reactions was demonstrated. The short time between the begin- 
ning of readministration and the appearance of drug fever is 
regarded as evidence that an allergic state was present at the 
time the second course was started. An interval between 
courses serves to demonstrate that an initial administration has 
sensitized an individual to subsequent courses of the drug. 
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American Journal of Public Health, New York 
35:433-552 (May) 1945 


Vincent’s Infection—Wartime Disease: Preliminary Considerations on 
Epidemiology of Ulcerative Gingivostomatitis. H. T. Dean and D. E. 
Singleton Jr.—p. 433. 

Id.: Observations on Oral Spirochetal 
Infection. E. G. Hampp.—p. 441. 
Reporting of Vincent's Infection by State Health Departments. 

L. Sebelius.—p. 451. 

eUncavicter Light Control of Air Borne Infections in Naval Training 
Center: Prelimimary Report. S. M. Wheeler, H. S. Ingraham and 
others.—p. 457. 

Tuberculosis in Armed Forces. E. R. Long and E. A. Lew.—p. 469. 

Industrial Hygiene and Labor. H. G. Dyktor.—p. 480. 

Statistical Approach to Cancer Problem in Massachusetts. 
Potter and Mildred R. Tully.—p. 485. 

Study and Control of Industrial Atmospheric 
F. M. Stead.—p. 491. 

Industrial Hygiene and Expanded Federal-State Vocational Rehabilitation 
Program. D. A. Clark.—p. 504 
Ultraviolet Light Control of Air Borne Infections.— 

Wheeler and his associates investigated the efficiency and prac- 
ticality of ultraviolet irradiation as a method of reducing the 
spread of respiratory infection in navy barracks. Ultraviolet 
lights were installed at similar locations in all the lighted bar- 
racks. Overhead fixtures provided indirect irradiation directed 
to the upper air of the barracks. Lights were also installed 
under the bunks with irradiation directed downward to the floors 
and lower air, where bacteria laden dust particles are*found to 
be the most numerous. There was a 25 per cent reduction of 
respiratory illness in the barracks equipped with high intensity 
sources (235 watts of ultraviolet energy per dormitory sleeping 
quarters of 112 men) as compared with illness in the adjacent 
control barracks. This effect was most noticeable in the early 
winter months, when illness rates were at a high level through- 
out the camp. At this time the reduction of incidence in 
barracks with irradiation as compared to the controls was 
approximately 35 per cent. Streptococeic illness and carrier 
rates were at a low level. These low levels were not further 
reduced among men living in irradiated barracks. Bacterial 
counts from air samples in irradiated barracks showed a 50 per 
cent reduction in total saprophyte colony counts as compared 
with nonirradiated control barracks. Beta hemolytic strepto- 
cocci isolated from air and dust were found more frequently 
and in greater numbers in control barracks than from irradiated 
sleeping quarters. In view of the fact that reduction in mor- 
bidity rates was pronounced in the high intensity irradiated 
group only in the first months of the study period, the results 
of the experiment of 1943-1944 should be interpreted with 
caution. 
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Am. J. Roentgenol. w Rad. Therapy, Springfield, Ill. 
53:423-526 (May) 1945 


Cardiac Changes in Arteriovenous Fistula. R. C. Pendergrass.—p. 423. 
Significance of Calcification in Ascending Aorta as Observed Roentgeno- 
logically. J. Jackman and M. Lubert.—p. 432. 
Egg Shell Calcifications im Silicosis. A. D. Riemer.—p. 439. 
Calcified Hemangiomas of Liver. M. Aspray.—p. 446. 


“worse Demonstration of Semilunar Cartilages of Knee. J. W. Gross- 
man and H. H. Minor.—p. 454. 
Myeloma in Youth. H. Wood, J. W. Quinlan and E, F, 


Choledochoduodenal Fistula: Case Report. J. Weinberger and A. Rosen- 
47 


Timing in General Roentgenography. P. 

R. H. Morgan.—p. 474 
*Evaluation of Roentgen Therapy in Filariasis. L. Jaffe.—p. 483. 
Direct and Indirect Radiotherapy. B. Grynkraut.—p. 491. 

Roentgen Therapy in Filariasis.— Jaffe evaluates the 
results of roentgen therapy in filariasis by comparing the course 
of the disease in a group of 50 patients treated by roentgen 
rays with that of an untreated group of the same number. 
Three months after treatment the course of filariasis was similar 
in the irradiated and in the untreated patients. Several patients 
derived benefit from roentgen therapy in that some glandular 
swellings were reduced im size and were rendered less. painful. 
No harmful effects were observed as a result of this roentgen 
treatment. Total body irradiation offers no advantage over 
local roentgen therapy and at times does not appear to be as 
effective in relieving the pain of enlarged glands or in reduc- 
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ing their size. Roentgen therapy did not influence the frequency, 
duration or severity of recurrent attacks after periods of remis- 
sion. Several patients who complained of a pleuritic type of 
pain presented lesions of a transitory and migrating type of 
chronic pneumonitis affecting one or both lungs. These patients 
were afebrile and showed a normal white blood cell count. 


Anesthesiology, New York 
6: 225-336 (May) 1945 


*Use of Spinal Anesthesia to te _Sympathetic Overactivity in Hyper- 
thyroidism. R, T. Knight.—p. 225 

The Action of Curare on Smooth Muscle of Small Intestine and on 
Blood Pressure. E. G. Gross and S. C. Cullen.—p. 231. 

Ten Years of Pentothal Sodium Intravenous Anesthesia: Evaluation of 
Its Past, Present and Future. R. C. Adams, J. S. Lundy and T. H. 
Seldon.—p. 239. 

Peripheral Circulation During Anesthesia, 
Digital Plethysmograph as Clinical Guide. 
and E. A. Rovenstine.—p. 246 

New, — and Practical Needle for Intravenous Anesthesia. 
—p. 258. 

Influence cf Autonomic Nervous System on Spontaneous 
Arrhythmias During Cyclopropane Anesthesia. C. R. Allen, 
Hoetlich, B. M. Cooper and H. C. Slocum.—p. 261. 

Anesthetic and Postanesthetic Respiratory Problems in Infant Operated 
on for Trachecesophageal Fistula: Case Report. W. H. Cassels and 
Helen E. Yeager.—p. 268. 

Surgeon-Anesthetist Relations. R. 

Method for Administration 
Mann.—p. 279 


*Avertin Poisoning with Acute Yellow Atrophy of Liver and Toxic 

Nephrosis. Dorothy H. Andersen.—p. 284. 

Spinal Anesthesia in Hyperthyroidism.—Spinal anes- 
thesia has been considered part of the operative management 
only in those cases which have not been brought under suf- 
ficiently satisfactory control by the usual measures. Spinal 
anesthesia is not administered with the purpose of providing or 
even assisting the anesthesia for the surgical procedure. The 
purpose is solely to anesthetize that part of the sympathetic 
nervous system which innervates the adrenal glands and to 
reduce the secretion of epinephrine immediately before the 
operation. It is the custom at the author's clinic to anesthetize 
the apprehensive and toxic patients with intravenous sodium 
pentothal in their rooms without the patient knowing that the 
day of operation has arrived. While asleep under sodium 
pentothal, the patient is taken to the operating room. The 
anesthesia is then usually continued with some inhalation agent. 
For the few patients who have been especially resistant to the 
preoperative treatment, spinal anesthesia is added. The spinal 
anesthetic is administered when the patient arrives in the operat- 
ing room and after the inhalation anesthesia is begun. The typi- 
cal picture is that the blood pressure and pulse run a more even 
and less elevated course than can be expected in even less toxic 
patients without spinal anesthesia. The awakening is more 
quiet, the patients are more content and less active. Spinal 
anesthesia to the level of the fifth or fourth thoracic segment 
gfeems to have a beneficial effect on patients in thyroid crisis 
and thyrotoxic patients undergoing operation. 

Tribromoethanol Poisoning with Atrophy of Liver and 
Toxic Nephrosis.—Andersen reports the case of a child, 
aged &, in whom tribromoethanol anesthesia was followed by 
acute yellow atrophy of the liver, uremia and death in four- 
teen days. Since the dose was conservative and the adminis- 
tration was according to standard procedure, the author thinks 
that the patient was unusually susceptible to the drug. The 
author presents data on 16 cases collected from the literature in 
which death followed tribromoethanol anesthesia and postmor- 
tem examination showed hepatic or renal damage or both. The 
pathologic changes are comparable to those found in delayed 
chloroform or carbon tetrachloride poisoning. 


Shock and Hemorrhage: 
A. D. Foster, C. Neumann 


T. Gordh. 


Cardiac 
A. 


L. Sanders.—p. 273. 
of Pentothal Sodium Anesthesia. S. H. 


Bulletin New York Academy of Medicine, New York 
21:225-278 (May) 1945 

Some Psychiatric Aspects of Nervous System Injuries. W. O, 
man.—p. 225. 

Present Status of Etiology of Primary Atypical 
Dingle.—p. 235. 

Chemotherapy in Acute Upper Respiratory Infections. 
—p. 263, 
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Pneumonia, J. H. 


R. L. Cecil. 


1030 


California and Western Medicine, San Francisco 
62: 243-304 (May) 1945 


Philosophical Background of Compulsory Health Insurance. L. S. Goin. 
—p. 247. 

Epidemic Vomiting Sickness (Spencer's Disease). 

Intercostal Nerve Block. 

Acroparesthesia. L. 


A. G, Bower.—p. 253. 
P. C. Samson and L, J. Fitzpatrick.—p. 254 
Shepard.—p. 256. 


Canadian Journal of Public Health, Toronto 
36:175-216 (May) 1945 

Saskatchewan Plans Health Service. M. C. Sheps.—p. 175. 

Experiences with Use of Propylene Glycol as Bactericidal Aerosol in 
Royal Canadian Air Force Barracks. J. M. Mather and A. D. 
McClure.—p. 

Observations on Diphtheria in the Immunized. J. Gibbard, E. T. Bynoe 
and R. J. Gibbons.—p. 

Milk Control Under Board of Public Utilities. J. 

World Standard and Unit for Penicillin. P. 

Vaccination of Humans 
M. Bowman.—p. 19 

Equine Encephaloniyelitis: Serum Neutralizing Antibodies in Man Before 
and After Vaccination. L. M. Heath 201. 

Fitness in Saskatoon School Children According to Pulhems Profile. 
G. Binning.—p. 206. 


S. Robertson.—p. 192. 
Hartley.—p. 196. 
Against Western Equine Encephalitis Virus. 


Epidemiological Information Bull. Washington, D. C. 


1:289-310 (April 30) 1945 


Typhus During the War. K. Stowman.—p. 289. 

‘Current Reports on the Prevalence of Certain Diseases: 
Cholera, Yellow Fever, Smallpox and Typhus Received During the 
Period March 16 to 31, 1945.—p. 311. 

Trend of Certain Notifiable Diseases: Typhus Cases Reported in Euro- 
pean Area, 1919-1945,—p, 319. 


1:327-304 (May 31) 1945 


Adhesions to International Sanitary Conventions, 1944: Commonwealth 
of Australia.—p. 327. 

Expert Commission on Quarantine. G. H. de Paula Souza.—p. 333. 

Current Reports on Prevalence of Certain Epidemic Diseases.—p. 334. 


Data on Plague, 


Gastroenterology, Baltimore 
4: 289-374 (April) 1945 

Clinical Significance of Alteration of Small Intestine Pattern as Demon- 
strated by X-Ray. J. M. Ruffin, G. J. Baylin and D. Cayer.—p. 289. 

Rare Syndrome of Crisis-like Abdominal Pain, W. C. Alvarez.—p. 296. 

Krukenberg Tumors: Roentgen and Gastroenterologic Aspects of Secon- 
dary Ovarian Carcinoma. R. M. Lowman and S. D. Kushlan.—p. 305. 

Effect on Gastric Secretion of Pedicle Jejunal Grafts in — of Stomach, 
A. C. Anderson, B. Slutzky and R. W. Maertz.—p. 323. 

*Enzyme Inhibitory Action of an Alkyl Aryl Sulfonate and Studies on 
Its Toxicity when Ingested by Rats, Dogs and Humans. S. Freeman, 
Marie W. Burrill, Tsan-Wen Li and A. C. Ivy.—p. 332. 

Cholelithiasis: Report of , a? with 36,329 Stones in the Gallbladder. 

R. Schenken and F. Coleman.—p. 344. 

Effect of Nausea on Sass ye and Study of Mechanism Con- 
cerned. M. I. Grossman, J. R. Woolley and D. F. Dutton.-—p. 347. 
Enzyme Inhibitory ‘eae of Alkyl Aryl Sulfonate.— 

The information available concerning the toxicity of orally 

ingested wetting agents indicate a relatively low toxicity for 

alkyl and aryl sulfates and sulfonates. Such toxic manifesta- 
tions as have been reported are largely explainable on the basts 
of gastrointestinal irritation. There is also in vitro and in vivo 
evidence indicating that these substances will denature proteins 
and inhibit peptic and tryptic activity. Freeman and his col- 
laborators decided to determine the oral toxicity of a detergent 
substance which they designate as NAS and which is essen- 
tially a purified mixture of alkyl aryl sodmm sulfonates. In 
vitro experiments indicate that this wetting agent will inhibit 
enzyme activity, but the feeding experiments with rats, dogs 
and human beings indicate that in vivo this inactivation was 
not of sufficient magnitude to alter digestion and absorption of 
foodstuffs materially. When the substance was administered 
daily to rats for sixty-five days in an amount constituting 
0.5 per cent of the diet, it did not significantly influence growth 
or reproduction. One Gm. daily for six months did not affect 
the maintenance of adult dogs. The normal cellular composi- 
tion and hemoglobin content of the blood in both dogs and 
rats as well as the normal gross and microscopic appearance 
of the stomach, liver, kidney and bone marrow are all indica- 
tions that there was no significant systemic toxic effect from 
the substance. In dogs, normal dye clearance by the liver and 
the serum phosphatase values furnish further evidence that the 
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function of the liver was not impaired. In relatively large daily 
amounts the substance produced irritation of the gastrointestinal 
tract of dogs as evidenced by the passage of loose stools and 
mucus. Death probably resulted from inanition and dehydration 
when sufficiently large doses (3 or 4 Gm. daily) were fed. In 
human subjects daily ingestion of 100 mg. for four months 
produced no change in the cellular composition and hemoglobin 
of the blood nor any demonstrable effect on the kidney function. 
The substance apparently also had no effect on absorption from 
the gastrointestinal tract, as indicated by body weight and 
analysis of the fecal fat and nitrogen. 


Georgia Medical Association Journal, Atlanta 
4:67-86 (April) 1945 
Combined Surgical and Injection Treatment of Varicose Veins. 
Rushin.—p. 67. 
I Became a Patient. T. C. Davison.—p. 72. 
Heart-Vascular Aging. E, S. Byrd.—p. 74. 
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Indiana State Medical Assn. Journal, Indianapolis 
38:149-172 (May) 1945 

Methods to Save Vision. J. V. Cassady and C. B,. McFarland.—p. 149. 

Methods to Improve Vision. E. L, Bulson.—p. 151. 


Methods to Prevent Blindness. O. T. Allen.—p. 154. 
Visual Requirements for Armed Services. V. A. Teixler.—p. 156. 


38:173-208 (June) 1945 


Uses of Penicillin in Otolaryngology. D. D. Geiger.—p. 173. 

Internal Fixation of Fractures: The “Spike” Operation. E. B. 
ford.—p. 180. 

Peripheral Gangrene of Unknown Etiology: Case Report with Discussion 
of Differential Diagnosis. E. M. Beck and J. O. Ritchey.—p. 184 


Mum- 


Journal of Allergy, St. Louis 
16:121-164 (May) 1945 


Treatment of Ragweed Pollinosis with ie Antibody Mixtures: 
Preliminary Report. M. B. Cohen and H. J. Friedman.—p. 121. 
Study of Fungus Contaminants of Air of San Diego and Vicinity. 

G. F. Harsh and Sonia E, Allen.—p. 125. 

Depletion in Asthma. F. M. Rackemann.—p. 136. 

*Vitamin C in Hay Fever: Therapy and Blood Levels. S. 
and S. M. Feinberg.—p. 140. 

*Inhalant Sensitization and Shock in Guinea Pigs Under Controlled 
Atmospheric Conditions: ILI. Possible Effects of Changing Meteoro- 
logic Circumstances: Four Year Summary. L. J. Courtright and 
A. B. Courtright.—p. 146. 

Propeptans in Treatment of Ragweed Hay Fever. S. 
L. N. Gay.--p. 159. 


Friedlaender 


W. Landau and 


Vitamin C in Hay Fever.—Friediaender and Feinberg 
investigated the vitamin C content of the blood in hay fever 
patients who were given vitamin C and in some who received 
no vitamin C. They found that patients with hay fever have 
a normal blood level of vitamin C. Large doses (500 mg. 
daily) of vitamin C produce the usual saturation blood levels 
but do not change the course of the hay fever or asthma. The 
inability to detect any deficiency of the vitamin C nutrition in 
seasonal hay fever and asthma patients is in keeping with the 
absence of therapeutic results when large amounts of vitamin C 
are administered in these conditions. 

Inhalant Sensitization in Guinea Pigs.—The Courtrights 
attempted to analyze several components of weather and their 
actions on inhalant sensitization and shock in guinea pigs. They 
report reactions of 350 guinea pigs sensitized and shocked by 
inhalation of horse dander in various controlled weather con- 
ditions. More than 1,500 shock exposures were made. The 
conditions under which the greatest number and most severe 
anaphylactic reactions occurred were (a) shifting from hot dry 
air to low barometric pressure, (>) shifting from low pressure 
to hot dry air and (c) shifting from hot moist to cold dry air 
without the allergen and back to hot moist with the allergen. 
The single weather conditions, in the order of the number oi 
severe reactions which occurred in each, were (a) hot dry, (b) 
room air, (c) cold dry, (d) hot moist and (¢) cold moist air. 
The single weather conditions, in the order in which the greatest 
number of all types of reactions occurred, were (a) hot moist, 
(/) cold dry, (c) hot dry, (d) room air and (¢) cold moist air. 
The single weather conditions, in the order in which the most 
severe reactions in the first shock exposure occurred, were (a) 
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hot dry, (b) hot moist, (c) cold dry, (d) room air and (ec) cold 
moist air. In one well controlled experiment the experimental 
low pressure condition was conducive to a significantly higher 
number of reactions than was that of high pressure. 


Journal of International College of Surgeons, Chicago 
8: 109-209 (March-April) 1945 

Congenital Parotid Sialectasis. H. Bailey.—-p. 109. 

*Mixed Tumors of Salivary Glands: Critical Review of 14 Surgically 

Treated Cases. G. B. Kent, K. C. Sawyer and J. S. Benwell.—-p. 115. 
Pentothal Sodium Anesthesia in Major Surgery and Its Dangers. 

K. Schlaepfer.—p. 121. 

Dystocia Due to Hydroureter of Excessive Size: 

G. King.—p. 128. 

Does a Vitellobiliary Duct Exist? C. Chi and H. i oe —p. 133. 
Endometricsis and Adenomyosis. Y. C. Yin.—-p. 13 

Blue Sclerotics Associated with Bony Defects. 140. 
Congenital Absence of Segments of the Small Intestine. H. C. Sheng 

and C, Chi.—p. 145. 

Felampsia — Pregnancy and Labor—-A Ten Year Survey. 

sky.—p. 147. 

New Saeed Tissue Clamp Used in a New Method of Narrowing the 

Columella. A. P. Seltzer.—p. 154. 

Revived Treatment for Varicose Veins. H. 
Ascites of Seven Years’ Duration: 

—p. 164, 

Mixed Tumors of Salivary Glands.—Kent and his asso- 
ciates operated on 14 mixed tumors of the salivary glands over 
a period of seventeen years. The youngest of the patients was 
27, the oldest 64 years of age. The average duration of symp- 
toms was 7.6 years. The mean age of onset was computed as 
36 years. The sex incidence was much higher in the female 
than in the male patients, the ratio being 11:3. All but 2 of 
the mixed tumors occurred in the parotid gland; the 2 remain- 
ing ones were in the submaxillary gland. All of the lesions 
except 1 were well encapsulated. In 5 cases the capsule was 
ruptured, in the others it remained intact. The only constant 
symptom was the presence of a lump, mass or swelling. Sali- 
vary tumors usually turn out to be much more extensive than 
originally contemplated. In this series the tumors were removed 
by the block method in 10 cases. In the 2 submaxillary tumors 
the entire gland was removed and the digastric triangle widely 
dissected. The tumor was enucleated in 2 cases. Six of the 
patients had a resultant facial paralysis, which was permanent 
though not extensive in 3 instances. A temporary salivary 
fistula ensued in 2 of the cases. The results have been good. 
There was 1 recurrence which responded to irradiation. The 
follow-up has varied from six months to sixteen years, the 
average follow-up period being slightly less than nine years. 


Report of a Case. 


A. Sadow- 


A. Springer.—p. 160. 
Report of a Case. C. J. DePrizio. 


Journal of Lab. and Clinical Medicine, St. Louis 
30: 395-474 (May) 1945 


*Heredity of Rh Blood Types: IV. ee Application in Cases of 
Disputed Parentage. A. S. Wiener and Ev 395. 

Relationship Between Changes in Serum 
Plasma Volume in Normal Subjects. R. 
and J. L. Neerkin.—p. 404. 

Precipitin Test «a Tuberculin Antibodies. 
Mac Donald.— p. 

Serologic aly of Endemic Typhus: II. Comparison of Water Bath 
and Icebox Fixation in Complement Fixation Test. S. R. Damon and 
Mary B. Johnson.—-p. 415. 

Comparison of In Vitro and In Vivo Penicillin Resistance of Strain of 
Hemolytic Staphylococcus Aureus. Helen Warmer and J. Amluxen. 
—p. 419. 

Further Studies on Choline gone in Dogs. J. M. MecWKibbin, R. M. 
Ferry Jr., S. Thayer, E. Patterson and F. J. Stare.—p. 422. 

Adrenal Cortex Stimulating y Bites ince in Female Human Urine. 
Blumenthal.—p. 428 

Determination of Prothrombin Time Following Administration of Dicu- 
marol, 3,3’-Methylenebis (4-Hydroxycoumarin), with Special Reference 
to Thromboplasiin. Margaret Hurn, N. W. Barker and T. B. Magath. 


Protein Concentration and 
H. Lyons, S. D. Jacobson 


R. O. Muether and W. C. 


Prothrombin Studies Using Russell's Viper Venom: VII. Effect of Pro- 
thrombin Clotting Time of Concentrations of Caleium and Other Salts. 
A. Wleinman, R. C. Page and P. W. Preisler.—p. 448. 

*Fatal Cardiac Tamponade Following Sternal Puncture. J. H. 

F. Wagner.—p. 454, 


and J. S. Howe.—p. 

Intermediate Type of Ovalocytosis in Negro. 

Preliminary Report on Rapid Method for  epietie Sickle Cell Disease. 
P. M. Neuda and M. S. Rosen.—-p. 456 


Alterations in Concentration of Blood During Pregnancy. J. W. 
and A. H. Bill.—p. 458 
Heredity of Rh Blood Types.—Wiener and Soun present 
data on the Rh types in a series of 91 families with 161 chil- 


dren. A single apparent exception to the theory of six allelic 
genes has been shown to be due to illegitimacy. These data 
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combined with previously published results make a total of 197 
families with 463 children tested by the authors for the Rh 
blood types. The satisfactory agreement between the observa- 
tions and expectations under the theory justify the medicolegal 
application of the Rh tests for the exclusion of paternity. To 
date, in 102 cases of disputed paternity, tests for the Rh types 
have been carried out together with the usual A-B-O, Aj-A» 
and M-N tests. In 4 cases the accused man was excluded by 
the Rh tests; in 2 of these cases he was also excluded by one 
ot the other tests, but in 2 cases the woman's false accusation 
might have been believed had the Rh tests not been performed. 

Fatal Cardiac Tamponade Following Sternal Puncture. 
~—Scherer and Howe report the history of a man aged 31 in 
whom several unsuccessful attempts were made to aspirate 
marrow from the sternum. The depth to which the needle was 
inserted at times reached about 34 inch. Repeated attempts at 
several levels resulted only in the aspiration of a small amount 
of blood tinged fluid. The procedure was given up as unsuc- 
cessful. Shortly thereafter the patient became ale, semicoma- 
tose, breathing noisily and with pupils dilated. The pulse was 
thready and rapid and the blood pressure not determinable. The 
foot of the bed was elevated, nikethamide and epinephrine were 
given and artificial respiration was started. The patient died 
suddenly after a few minutes, approximately thirty minutes after 
the unsuccessful aspiration. Necropsy revealed a through and 
through needle puncture wound of the sternum just below the 
sternal angle, with slight periosteal extravasation of blood about 
the point of exit on the posterior surface of the sternum. 
Directly beneath this wound there was a similar needle puncture 
wound through the parietal pericardium. The pericardial sac 
was distended by approximately 350 cc. of fresh blood, and the 
heart was completely surrounded by fresh clot. Just beneath 
the puncture wound of the parietal pericardium there was a 
triangular laceration of the musculature of the right ventricle 
1 cm. in greatest diameter. The authors say that this is the 
second death from sternal puncture recorded in the literature 
and the first reported necropsy on such a case. 


Journal-Lancet, Minneapolis 
65:167-210 (May) 1945 


Problems m Fat Metabolism in Children. A. E. Hansen.—p. 167. 
Conversion Hysteria in Children. R. A. Jensen and A. D. Wert.—p. 172 


Dental Arch ghee as Guide to Time for Malocclusion Con 
rection, J. T. Cohen.—p. 
Congenital Atresia and Congenital Tracheoesophageal Fistula. N. L. 


Leven and B. G. Lannin.—p. 
Convulsions in Infants and Children: 
. Crump.—p. 
*Reading Disability : A Pediatric Problem. T. H. Wolf.—p. 184, 
Jaundice in Infaney and Childhood. R. V. Platou and . B. Nadler, 
—p. 186 
Chickenpox Encephalitis. Elizabeth C. 
Third Epidemic of Primary Virus 
Minnesota. J. M. Adams.—p. 192. 
Intratibial Infusions in Children, 
194, 


—p. 


Age and Etiologic Incidence. 


Lowry.—p. 191. 
Pneumonitis Among Infants in 


R. D. Semsch and A. V. Stoesser. 


Pregnancy and Congenital Malformations. 


Rubella in F. H. Adams. 
197. 


Management of Rheumatic Fever. P. F. 


Dwan.—p. 
Physician and Child with Defective Speech. 


199, 
Francis M. Brown.—p. 200. 
Reading Disability a Pediatric Problem.—Woli shows 
that disability in reading may play a part in the physical com- 
plaints and emotional tensions found in school children, particu- 
larly in those 9 to 10 years of age or older. From the fourth, 
fifth and sixth grades on, the ability to read assumes an 


increasingly important part in nearly every school subject. A 


youngster unable to compete with his classmates because he 
cannot read finds himself at a disadvantage, and repeated failure 
results in unhappiness for which he may try to compensate in 
various ways. He may develop into a behavior problem, becom- 
ing sullen and negativistic toward his teacher and classmates. 
He may become the bully or withdraw from contacts with the 
group. On the other hand, he may develop bizarre physical 
complaints varying from mild headaches to severe digestive 
disturbances, fainting spells or convulsive seizures. He may 
manifest both emotional and physical symptoms. A case recently 
encountered in the pediatric outpatient department of the Uni- 
versity of Minnesota Hospitals illustrates the point. A frequent 
error of parents and teachers is to think of the child as dull 
and stupid. Measured intelligence and rapid school progress 


—p. 432. 
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after remedial treatment have proved otherwise. Uncorrected Ten years’ Experience with BCG.—Rosenthal and his 


conditions of the eye or ear may be responsible for the reading 
difficulties. The physician should look for muscular imbalance, 
which may cause a lack of fusion of visual images. Some chil- 
dren need additional corrective eye muscle training. Islands of 
deafness may be unrecognized. Other tactors that play a part 
in reading disability are inadequate instruction, emotional prob- 
lems and cerebral factors. The theories of causation due to 
lefthandedness, to mixed eye-hand dominance in the cerebral 
hemispheres, have been open to serious question and criticism. 
Most if not all of the difficulties can be relieved by proper 
guidance. 
Journal of Pediatrics, St. Louis 
26:415-508 (May) 1945 


*Studies on Growth and Development of Male Children Receiving Evapo- 
rated Milk: IL. Physical Growth, Dentition, and Intelligence of White 
and Negro Children Through First Four Years as Influenced by 
Vitamin Supplements. Teresa F. Rhoads, M. Rapoport, Ruth Kennedy 
and J. Stokes Jr.—p. 415. 

Results in Trea®ment of Meningococcic Meningitis with Antitoxin and 

Sultonamide Drugs. J. H. Davis, W. J. Morrow and J. A. Toomey. 

55. 


*Tre atment of Meningococcic Meningitis in Children with Single Intra- 
venous Dose of Sodium Sulfadiazine: Report of 9 Cases J 
Winter.—p. 459. 

Antigenic Relationships of Coliform and Related Bacteria Isolated from 
Infants in Nurseries of Two Institutions. C. A. Stuart and Elizabeth 
Van Stratum.—p. 464. 

*Ten Years’ Experience with BCG (Experimental and Clinical). S. R. 
Rosenthal, Margery Blahd and Eleanor I. Leslie.—p. 470. 

Chemotherapy of Staphylococcus Aureus Infection of Lung and Pleura 
in Infancy. B. Philips and B. Kramer.—p. 481. 

Inguinal Ectopia of Ovary. P. M. Bancroft.—p. 489. 

Exstrophy of Bladder: Report of 2 Patients Operated on at 2 Months 
of Age. A. A. Schaeffer and S. Sakaguchi, —p. 49 

Hand-Schiller-Christian Disease. E. G. Hummel.—p. “501. 

Growth of Children Receiving Evaporated Milk.— 
Rhoads and her associates used various criteria of growth and 
nutrition in following the progress of a group of white and 
Negro children who received evaporated milk as the sole milk 
supply from birth through 5 years of age. The children were 
from low income families and were observed at periodic visits 
to the clinic of the Children’s Hospital of Philadelphia. Except 
for the milk and vitamin supplements which were provided by 
the clinic, the remainder of the food was the customary home 
diet. Group 1, as controls, received irradiated evaporated milk 
as the sole antirachitic. Group 2 received nonirradiated evapo- 
rated milk plus 1 tablespoon of cod liver oil daily. Group 3 
received irradiated evaporated milk plus 10 drops of carotene 
daily, equivalent approximately to 2,250 U. S. P. units of 
vitamin A. Group 4 received irradiated evaporated milk plus 
10 drops of carotene and \% tablespoon of brewers’ yeast. The 
brewers’ yeast furnished approximately 0.5 mg. of vitamin B 
and 0.2 mg. of riboflavin. After the child reached the age of 
1 year the evaporated milk was usually consumed as a beverage 
at the rate of one 14% ounce can daily per child. The nutri- 
tional adequacy of evaporated milk for growth and develop- 
ment through infancy and early childhood was demonstrated. 
Dietary supplements of vitamin A or vitamin B complex were 
found to be without demonstrable effect by the criteria used. 

Single Intravenous Dose of Sodium Sulfadiazine in 
Meningococcic Meningitis.—The 9 cases of meningococcic 
meningitis reviewed by Winter were observed at the Depart- 
ment of Pediatrics of the United States Naval Hospital, San 
Diego, Calif. The treatment varied from the customary in that 
a single large intravenous dose of sulfadiazine was given. Eight 
patients received 2% grains per pound of body weight; | patient 
received 2 grains per pound. This single dose of sodium sulfa- 
diazine resulted in complete recovery. This dose will maintain 
a sulfonamide level in the spinal fluid and blood long enough 
for rapid recovery. With the present method of treatment 
there is every indication that the present quarantine period of 
meningococcic meningitis is unnecessarily long. It is possible 
that less than 2 grains per pound of body weight will be 
adequate to give the same result. Further studies will be 
necessary to determine the minimum single dose of sulfadiazine 
sufficient for rapid recovery. High sulfadiazine levels are shown 
to be well tolerated if adequate alkalization of the urine is main- 
tained. Spinal fluid cultures were sterile twenty-four hours 
after a single large intravenous dose of sodium sulfadiazine, 
thereby lessening the chance for complications and sequelae. 


associates say that ten years ago the Tice Laboratory and 
Clinic of the Chicago Municipal Tuberculosis Sanitarium set 
about to determine whether the bacillus of Calmette and Guérin 
(BCG) was safe for animals and man and whether this form 
of vaccination against tuberculosis was beneficial. It was found 
that BCG was entirely innocuous both locally and generally in 
animals studied over a period of ten years and in infants studied 
over a period of seven years. In 1,204 vaccinated children in 
whom no contact with tuberculosis was known there were 
3 cases of tuberculosis and 1 death from the disease, whereas 
in 1,213 controls there were 23 cases of tuberculosis and 4 deaths 
from the disease. In 98 vaccinated newborn infants who were 
in contact with tuberculosis following vaccination there was 
1 case ot tuberculosis and no deaths, whereas in 63 controls 
there were 4 cases of tuberculosis and 3 deaths. Considering 
the contact and noncontact group as a whole, there were 27 
cases of tuberculosis in the control group against 4 cases in the 
vaccinated; there were 7 deaths from tuberculosis in the con- 
trol group and 1 in the vaccinated. The authors conclude that 
in the first seven years of lite BCG vaccination is of definite 
value in the prevention of tuberculosis. 


Medicine, Baltimore 
24:111-218 (May) 1945 


Diabetic Neuropathy: General Review, with Report of 125 Cases. 
R. W. Rundles.—p. 

Histopathology of Central Nervous System After Exposure to High 
Altitudes, S8 Er and Other Conditions Associated with Central 


Anoxia. E. C. Hoff, R. G. Grenell and J. F. Fulton.—p, 161. 


New England Journal of Medicine, Boston 
232:521-540 (May 10) 1945 


*Pancreatoduodenal Resection: 
Cattell.—p. 

*Cardinal Manifestations of Paroxysmal Tachycardia: 
lapse. L. Wolff.—p. 527. 

Scarlet Fever. C. Wesselhoeft and L. 


Preliminary Report of 18 Cases. R. B. 


If. Vascular Col- 
Weinstein.—p. 531. 
232:547-612 (May 17) 1945 


Hodgkin’s Disease: IV. Involvement of Certain Organs. 
and F. Parker Jr.—p. 547. 

Increasing Cost of a Care: Its Relation to Hospitals and Speciali- 
zation in Medicine. W. Holmes.—p. 

Partial Gastrectomy for aie Thirty-Five Years Ago. F. B. Lund. 
—p. 562. 

Endoscopy. E. B. Benedict.—p. 565. 

Subacute Glomerulonephritis. J. Lerman.—p. 600. 

Meningioma of Left Parietal Region: Osteoma of Skull. 
603. 


H. Jackson Jr. 


M. E. Cohen. 


Pancreatoduodenal Resection.—Cattell reports observa- 
tions on 18 patients on whom pancreatoduodenal resections were 
performed. There were three deaths. The one stage operation 
was employed in 5 cases and the two stage operation in 13. 
Since many patients are over 60 years of age, have severe 
obstructive jaundice and are in poor condition, the two stage 
operation is considered necessary in most ‘cases. An antecolic 
long loop cholecystojejunostomy is recommended, since it per- 
mits rehabilitation and does not complicate the resection. 
Restoration of the external pancreatic juice to the intestine ts 
accomplished by direct anastomosis of the duct of Wirsung to 
the jejunum as a means of avoiding the serious complication 
accompanying pancreatic fistula and in order that normal pan- 
creatic and digestive function may be accomplished. Antecolic 
gastric, biliary and pancreatic anastomoses are advised. Results 
for a period up to two years are reported, with satisfactory 
results in 13 of 18 cases. 

Paroxysmal Tachycardia: Vascular Collapse. — Wolff 
analyzes 253 cases of paroxysmal tachycardia with reference to 
the occurrence of vascular collapse, which occurred in 16 per 
cent. Extreme tachycardia induces vascular collapse in more 
than half with rates at or above the critical level, which is in 
the vicinity of 200; below this level collapse is not induced by 
tachycardia alone. The critical level is not lower in cases of 
myocardial infarction or other types of heart disease, with the 
exception of aortic valvular disease, than in normal hearts. 


Extremely rapid ventricular rates imduce vascular collapse in 
about half the cases with normal hearts and with coronary 
heart disease, 


in about three fourths of the cases of acute or 
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recent myocardial infarction and in all the cases of mitral 
stenosis. Causes other than tachycardia must be suspected when 
collapse is associated with rates well under 200 or when termi- 
nation of the abnormal rhythm or significant reduction of heart 
rate is not promptly followed by resumption of a normal 
circulation. 


New York State Journal of Medicine, New York 
45: 1041-1152 (May 15) 1945 


Thiouracil in Hyperthyroidism: Survey of One Year's Experience. 
M. G. Vorhaus and othendler.—p. 1087. 
Dr. Lyman Guy Barton, Senior. Marjorie L. Porter.—p. 1094. 


Congenital Malformation and Birth Injuries Among Children Born in 
New York State, Outside of New York City, in 1940-1942, J. V. 
De Porte and Elizabeth Parkhurst.—p. 1097. 

Rehabilitation of Discharged Soldiers. B. Liber.—p. 1101. 

Outbreak of Early Syphilis in Western New York State. B. F. Mattison 
and E. H. Harris.—p. 1105. 

Metals of Medical Importance Used in 
Schmidt.—p. 1107. 

Epidemic Virus Gastroenteritis Occurring in Civilian Population. J. S. 
Fribush.—p. 1113 


Aviation Industry. W. D. 


Radiology, Syracuse, N. Y. 
44:425-530 (May) 1945 


——— of Skull. E. H. Holvey, L. M. Rosenthal and B. J. Anson. 
—p. 425. 


*Osteitis Deformans: Paget's Disease of the Bone. 


D. D. Dickson, J. D. 
Camp and R. K. Ghormley.—p. 449 


Roentgen Appearance of Lobar and Segmental Collapse of Lung: 
I. Technic of — L. L. Robbins, C. H. Hale and O. E. 
Merrill.—p. 47 


Bone Lesions of iat Syphilis : Infants and Adolescents: Report 

of 46 Cases. P. E. Russo and L. F. Shryock.—p. 477. 

Idiopathic Spontaneous ‘History of 100 Unselected Cases. 
. Schneider and I. I. Reissman.—p. 485. 
Case of Arterial and Periarticular Calcinosis of Unknown Etiology. 

J. Levitin.—p. 489. 

Duodenal Obstruction to Tuberculous Lymphadenitis. 

and D. Dreiling.—p. 495. 

Jejunal Intussusception Through Gastroenterostomy Stoma. F. E. Butler, 
M. Woolley and W. Y. Burton.—p. 498, 

Osteitis Deformans.—At the Mayo Clinic prior to January 
1938, a diagnosis of osteitis deformans or Paget’s disease was 
made in 367 cases. Dickson and his associates analyze the 
records of these cases. They attempt to correlate the clinical 
manifestations of the disease with the roentgenologic evidence. 
As the term osteitis deformans implies, Paget believed the 
disease to be a chronic inflammatory process. Local heat may 
be demonstrated in the bones, particularly in those which are 
easily palpable. The highest incidence of the disease occurred 
during the sixth decade, a third of the 367 patients falling in 
this group. Sixteen of the patients had relatives with the same 
disease. Seventy-five patients had no complaints prior to the 
time of diagnosis and had not been aware of anything unusual 
as far as the bone disease was concerned. The disease was 
discovered incidentally in the course of a roentgenographic 
investigation. On the basis of roentgenologic variations 200 
cases have been classified into 100 with the sclerotic phase and 
100 with the combined phase. In the pelvis the sclerotic phase 
is characterized roentgenographically by a homogeneous increase 
of the density of bone, with details of the cancellous trabeculae 
no longer perceptible. The combined phase has a more com- 
plex roentgenographic picture; it represents nonhomogeneous 
alterations of density of bone. Areas of osteoporosis, osteo- 
sclerosis and cysts are demonstrable. The most striking altera- 
tion observed in the blood of patients with osteitis deformans 
is an elevation of the serum phosphatase. Higher levels for 
serum phosphatase were observed in the combined than in the 
sclerotic phase. Pathologic fracture is one of the most common 
complications. Seventy-seven pathologic fractures were encoun- 
tered in 62 of the patients included in this series. They were 
most frequent during the combined phase. The fracture usually 
heals with abundant callus formation. In 3 cases sarcoma and 


R. H. Marshak 


in 1 case a benign giant cell tumor complicated the osteitis. 
Localized or diffuse areas of finely mottled osteoporosis of the 
skull are thought to be an early roentgenographic manifesta- 
In a study of 117 cases in which 
20 instances of Osteoporo- 
Subsequent roentenologic 


tion of osteitis deformans. 
there was involvement of the skull, 
sis circumscripta were encountered. 
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examination in some instances demonstrated multiple shadows 
of increased density typical of osteitis deformans, which appeared 
in the areas of osteoporosis. It would seem that osteoporosis 
circumscripta is an early roentgenographic manifestation or 
precursor of osteitis deformans of the skull. Earlier observers 
held the view that the skull and tibia were the most frequent 
sites of the disease. The authors found that the most frequent 
site is the pelvis. This high incidence of involvement of the 
pelvis, 243 of 307 cases, may be partially accounted for by the 
frequency with which the diagnosis was made during urologic 
examination. 


Southern Medical Journal, Birmingham, Ala. 
38 : 293-306 (May) 1945 


Experience with Gastroscope Over a Period of Six Years. J. T. 
Howard.—p. 2 

Round Cell Tumor of Bone Resembling Ewing’s Tumor. R. J. Reeves. 
—p. 302. 

Carpal Bone Injuries. J. D. Sherrill.—p. 306. 

Penicillin as Adjunct to Surgery in Treatment of Brain Abscess: 


Report of 6 Cases. L. T. 
The Clinical 
—p. 320. 
Summary of the Findings in 200 Consecutive Operated Cases of Neck 

Infection of Dental Origin. A. M. Alden.—p. 32 


Furlow.—p. 312. 
Iése of Penicillin in 


W. J. Morginson. 


Concentrated Red Blood Cells: Preparation and Use. R. O. Muether. 
—p. 330. 
Some Clinical and Public Health Hazards in the Southern United States. 


E. C. Faust.—p. 
Minimal Standards for Sterility Surveys. E. C. Hamblen.—p. 339. 
Neonatal. Mortality Rates in Infants Receiving Prophylactic Doses of 
Vitamin K. W. W. Wadell and Betty W. Whitehead.—p. 
Postoperative Hemorrhage in Anorectal Surgery. J. H. Dodson.—p. 352. 
Perineal Lacerations and New Retractor for Repairing Them. E. H. 
Wesson.—p. 


Cultural Values in " Medical Education. E, P. Lehman.—p. 356. 


Surgery, St. Louis 
17:641-772 (May) 1945 


Symposium on the Ulcer Problem 
Direct Visuat Technic for Studying Chemical and Other 
Exposed Mucosal Surfaces. F. Kolouch Jr.—p. 641. 
Pathogenesis of Caffeine Induced Ulcers. J. A. Roth and A. C. Ivy. 
—p. 644. 
Influence of Caffeine on Ulcer Genesis: Experimental Production of 
Gastric Ulcer in Guinea Pigs and Cats with Caffeine, Together with 
Study of Its Effect on Gastric Secretions in Dog and Man. K. A. 


Injury to 


Merendino, E. S. Judd, I. Baronofsky, S. S. Litow, B. G. Lannin 
and O. H. Wangensteen.—p. 650. 
Pedicled Jejunal Transplant onto Gastric Wall: Evaluation of Its 


Effect on Gastric Acidity and Failure of Such Transplants to Afford 
Protection Against Ulcer Provoked by Histamine in eeswax. 
F. Kolouch Jr., A. T. S. Dubus and O. H. Wangensteen.—p. 667. 
Attempt to Confirm Alleged Inhibitory Effect on Gastric Secretion of 
Jejunal Pedicle i in Wall of Stomach. M. I. Grossman, D. F. 


utton and A. Ivy.—p. 685. 

Indications for Pa ation in Cases of Peptic Ulcer from Internist’s 
Point of View. A. L. Bloomtield.—-p. 692. , 

*Medical Treatment of Peptic Ulcer Sippy Therapy. 


Refractory to 

A. Winkelstein, A. Cornell and F. Hollander.—p. 69 

Treatment of Perforated Duodenal Ulcers. R. R. 
ovee.—p. 704. 

Experimenti il Evaluation of Satisfactory 
Lannin.—p. 712 

*Removal of Vagus Innervation of 
L. R. Dragstedt and P. W. 

Gastric Ulcer and Cancer. 50. 

Synthetic Predigested Aliment for Jejunostomy Feeding. F. Hollander, 
S. Rosenak and R. Colp, with technical assistance of Ruth F. Karelitz. 


—p. 754. 


and E. B. 


Operation for Ulcer. B. G. 


Stomach in Gastroduodenal Uleer. 
. 742. 


Medical Treatment of Refractory Peptic Ulcer.— 
According to Winkelstein and his associates only a small per- 
centage of patients with peptic ulcer are cured medically, many 
go through life with mild symptoms and about 25 per cent are 
refractory and require intensive medical or surgical therapy. 
For this purpose the usual Sippy therapy seems inadequate 
because it has a number of disadvantages, one of the more 
important being that it does not effect imterdigestive neutraliza- 
tion, especially of the might secretion. Methods to control the 
harmful nocturnal hypersecretion included gastric aspiration, 
atropine, sedatives, olive oil and alkalis given separately or in 
combination. As a result of the failure of these measures there 
arose the idea of continuous intragastric drip therapy through- 
out the twenty-four hours. These colloids, besides preventing 
alkalosis, are antiseptic and astringent and can be substituted 
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for the milk-sodium bicarbonate mixture wherever the latter is 
contraindicated, as in cases of an allergic reaction or an idio- 
synerasy toward milk. The rutritive value of milk and the 
s'mplicity of the apparatus required for its administration favor 
its use whenever conditions permit. A mixture of milk and 
alumina gel has also been tried and found adequate. Experi- 
ence of thirteen years with the continuous intragastric drip 
method has demonstrated its clinical efficacy. The technic is 
learned quickly, so that nearly all the patients can administer 
it to themselves at home during the night. Using a vessel 
<milar to the ordinary enema can as a mik container and a 
rectal drip indicator, they can operate the drip at home during 
the right and carry on their work during the day, thus con- 
tinuing a “home cure” for as long a time as may be necessary. 
Most of these patients are “tube broken,” having had various 
gastric analyses performed on them, so that they do not find 
the method difficult. The authors have used the intragastric 
drip procedure on 60 ulcer patients who were refractory to the 
usual medical therapy. Twenty-two of these are cited as 
examples of the successful application of this form of therapy. 

Remova! cf Vacus Inrervation of Stema*h in Gastro- 
Cucdenal Ulcer.—Acting en the conception that the hyrer- 
secretion of gastric juice in gastroduodenal ulcer is largely 
neurogenic in origin, Dragstedt and Schafer have treated a 
series of patients with t'lis disease by an operation designed to 
remove permanently and as completely as possible the vagus 
inrervation of the stomach. Supradiaphragmatic division of the 
vagus nerves has been performed on 13 patients with duodenal 
uleer, on l'patient with gastric ulcer and on 1 with a gastro- 
jejunal ulcer. The patient with gastric ulcer has been appar- 
cntly cured of his disease, as judged by the disappearance of 
symptoms and by x-ray and gastroscopic evidence. All but 1 
of the patients with duodenal ulcer have been greatly improved 
or have been cured, although 3 patients have required gastro- 
enterostomy because of persistence of obstructive symptoms. 
The patient with the gastrojejunal ulcer, although improved, 
has been continued on medical management. The excessive 
continuous night secretion of gastric juice has been greatly 
reduced by the vagus section, thus providing additional and 
perhaps conclusive evidence that this abnormality is neurogenic 
in origin. The striking improvement in these patients is in 
harmony with the view that gastroduodenal ulcer is a psycho- 
somatic disease and that the central nervous system affects the 
stomach via the vagi, probably chiefly through greatly augment- 
ing the secretion of gastric juice. 


West Virginia Medical Journal, Chariesten 
41:121-144 (May) 1945 


ential Diagncs’s ayd 
A. Doan.—p. 121. 
of Carciac 


Treatment of Diseases Involving Spleen. 


Symptoms. W. C. Stewart.—». 129. 


Cutan-ous Anthrax: Diagnosis and Treatment (with Case Report). 
S ’. Meyer and B. I. Golden.—p. 133, 
41:145-176 (June) 1945 
Some Medical Aspects of Chemical Industry.—T. W. Nale.—p. 145. 


Foreign Bodies in Eye. R. S. MeLaughlin.—p. 1/1. 
Rh Factor: Review of Its Clinical 
Interesting Urologic Problem: Case 


Signilicance, C. P. 


Report. R. U. 


Artz.—p. 155. 
Whipple.—p. 158. 
Wisconsin Medical Journal, Madison 
44:481-522 (May) 1945 
T. J. Snodgrass.—p. 563. 


Infections and Surgery of Hand. 
Chemotherapy in Otolaryngology. H. L. Williams.—p. 507. 


we of Certain Extracardial Conditions in Coronary Disease. 
N 


Gilbert.—p. 5 2 
Cardiac J. Carr. —p. 517. 
44:567-648 (June) 1945 
Homologous Serum Jaundice: Case. G. P. Langenfeld.—p. 591, 


Problems of Plastic Surgery of Face. C. R. Dix.—p. 593. 

Postwar Tropical Disease Problems. D. D. Stiver.—p. 596. 

Diarrbea and Its Differential Diagnosis in General Practice. 
thal.—p. 601 

Surgical Treatment of 
Prangen.—p. 604. 

Diagnosis of Mandibular Joint Neuralgia and Its 
Pain. J. B. Costen.—p. 608. 


S. Rosen- 


Extraocular Muscles: Suggestions. A. deH. 
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British Journal of Dermatology and Syphilis, London 
57:45-84 (March-April) 1945 


Relationship of Acne with Dandruff and Seborrheic Dermatitis. 
Cohen.—p. 45. 

Psychogenic Factors in Acne. 

Multiple 


E. L. 


E. L. Cohen.—-p. 48 
Superficial Carcinomata of Skin. Mary Johnson. —p. 58. 


Lancet, London 
1:455-485 (April 14) 1645 


Amebiasis: Investigation and Treatment. W. L. 

. Royston.—p. 455. 

*Effects of ig Welchi Type A Toxin on Body Tissues and 
Fluids. A. C. . J. J. Elkes, H. G. Sammons, A. D. T. Govan 
and W. T. 457. 

Fattors Premoting Venous 
E. J 


Chronic Lamb and 
(i. 


Return from Arm in Man. E. Bowers, 


_M. Campbell and C. W. P. Johnston.—p. 460. 
Ilyperthyroidism Treated with Methyl! Thiouracil. D. Leys.—p. 461. 
Idiopathic Gangrene of Scrotum. G. B. Mair.—p. 464. 

Recovery from Tuberculous Meningitis. G. H. Jennings.—p. 466. 
Actions After Being Shot Through Brain. D. J. A. Kerr.—p. 467. 
Effects cf Clostridium Welchi Toxin on Body Tissues. 

—Fraver and his associates studied the effect of Clostridium 
welchi toxin on tissues and fluid substrates in vitro, in animals 
and in human subjects. The experiments indicate some points 
which may be significant in determining the local spread of 
infection, and they also open up two new lines of investigation 
with regard to the systemic reactions—namely, demyelination 
and fat embolism. Cl. welchi toxin will cause rapid destruction 
of red blood cells, and there is evidence that hemolysis occurs. 
The cther changes in the bloed consist of flocculation of chylo- 
microns and the breaking of lipoprotein complexes. The fact 
that flecculation of chylomicrons is caused by the serum of these 
patients may be significant in relation to the production of fat 
emboli. The occurrence of demyelination is an effect of lecithi- 
nase or may be secondary to fat embolism in the central nervous 
system. With regard to the origin of the fat in clostridial fat 
embolism there are two possibilities. The first is the free fat, 
which is liberated from adipose tissue and muscles and can be 
ecen as large globules in in vitro studies and in the material 
from the site of tissue destruction. The second is from floccu- 
lated chylomicrons and the fatty material set free from broken 
lipoprotein complexes. In experimental studies there seems 
little doubt that the fat must be derived from the site of local 
destruction. 


Medical Journal of Australia, Sydney 
21:289-312 (March 24) 1945 


Clinical Tmportance of Renal Function Tests in Pregnancy. R. McK. 
Rome.-—p. 289 

*Renal Function Tests in Pregnancy. V. 1. Krieger.—p. 290. 

Treatment of Postirradiational Ulcers by "Radon Ointment. <A. G. S. 


Cooper and D. F. Robertson.-—p. 297 


Renal Function Tests in Pregnancy.—Krieger discusses 
results of an investigation carried out by an obstetric research 
commitice since 1926 on biochemical tests in relation to their 
value in the toxemias of pregnancy. Kidney function was esti- 
mated by tests on the blood and the urme. The blood was 
examined for its content of urea, nonprotein nitrogen, uric acid, 
creatinine and undetermined mitrogen. A twenty-four hour 
specimen of urine was examined for its content of urea, ammo- 
nia and total nitrogen, and its diastatic index was calculated. 
Maclean's urea concentration test was performed. Liver func- 
tion Was investigated by testing pigmentary function and carbo- 
hydrate metabolism. The pigmentary function was assessed by 
examination of the blood by Fouchet and van den Bergh tests 
and by testing the urine for bile pigments and salts and also 
for urobilin. Carbohydrate metabolism was estimated by the 
jevulose test. The urine was tested qualitatively and quanti- 
‘atively for the presence of diacetic acid and acetone as a means 
of detecting the presence of acidosis. The blood urea content 
and Maclean's urea concentration test were found to be the 
most uselul means for determining renal function, while the 
Fcuchet and van den Bergh tests were found to be the most 
useful in the estimation of liver function. Many thousands oi 


renal junction tests have been performed. Tests cannot replace 
thoreveh clinical 


investigation, but their results are weighty 
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evidence which cannot be disregarded. The management of a 
patient on clinical data alone is often sufficient in one pregnancy, 
but there will be no evidence of its effects on the kidneys. 
Thus, information of value in later pregnancies is not available. 
One pregnancy may result in a living baby and a surviving 
mother. The mother, however, may not be able to withstand 
the effects of toxemia in later pregnancies. Renal function 
tests are practically the only means by which some idea of 
this possibility can be obtained. In cases in which the clinical 
condition is satisfactory and renal function is poor, and when 
the results of renal function tests do not improve after a few 
days of treatment, termination of pregnancy is advisable, since 
follow-up examination indicates that, even if the present preg- 
nancy terminates satisfactorily, later history may be unsatis- 
factory. 
Acta Dermato-Venereologica, Stockholm 


24:457-546 (March) 1944 


Reexamination of 63 Cases of Erythema Induratum Bazin. 
457. 


J. Knap. 


Treatment of Parapsoriasis with Bucky Rays. P. V. Marcussen.—p. 472. 
*Pathogenesis of Eye Complications of Arsphenamine Dermatitis. S. von 

Pastinszky.—p. 480. 

Eye Complications of Arsphenamine Dermatitis.—Of 
3 patients who had dermatitis with eye complications as the 
result of antisyphilitic treatment with arsphenamine, the first 
had a panophthalmitis, the second a superficial keratitis punc- 
tata and the third corneal edema. Von Pastinszky has observed 
that conjunctivitis is frequent in arsphenamine dermatitis with 
ocular involvement, but superficial keratitis is rare and corneal 
ulcers with perforation and panophthalmitis are still rarer. This 
is due to the fact that the cornea is not as likely to develop 
allergic inflammations as is the conjunctiva. Secondary infec- 
tion, lack of resistance, hypovitaminosis and perhaps mechanical 
factors may play a part in addition to the allergic factor. The 
allergic nature of the inflammation is indicated by the extreme 
eosinophilia demonstrable in the conjunctival secretion. 


Nordisk Medicin, Stockholm 
21:317-356 (Feb. 18) 1944. Partial Index 


Hospitalstidende 


*Cancer of Neck of Uterus in Pregnancy. J. Jessen.—p. 325. 


Hygiea 
Value of Primary Cholangiography in Cholecystectomy: After-Exami- 
nation of 241 Cholangiographed Cases of Cholecystectomy. P. Rud- 
str6m.—p. 341. 
Pain in Region of Root of Fourth Lumbar Segment. 
—p. 344, 


G. von Reis. 


Cancer of Neck of Uterus in Pregnancy.—Of 1,168 cases 
of cancer of the neck of the uterus treated from 1931 to 1942, 
2 (1.9 per cent) were complicated by pregnancy; 11 patients 
were over 35 and 4 were under 30. The growth of the tumor 
was not affected by pregnancy, but parturition seemed to have 
an unfavorable effect. Jessen considers cesarean section and 
supracervical amputation of the uterus justifiable when the tumor 
is found shortly before the end of term. When abortion has 
been induced because of cancer of the cervix, radiotherapy 
should be instituted, as soon as possible. 


21:409-452 (March 3) 1944. 
Wound Healing in Cases with 
P. Sandblom.—p. 409. 
Relation of Intestinal Peristalsis to Salt Control in Blood and Urine. 
J. Lehmann.—p. 410. 


Partial Index 
Disturbances in General Condition. 


Hospitalstidende 


Results of Insulin Shock Treatment, Together with Combined Insulin 
and Shock Treatment, of 43 Chronic Restless Schizophrenic Patients. 
Ellen Eriksen and N. Holm.—p. 415. 


Hygiea 


Influence of World War on Development of Surgery. G. Nystrém. 
—p. 425. 


Resection of Small 


Case of Symptomatic Sprue After 
S. Holmgren.—p. 430. 

*Correlation Between Heart and Arm. E. Ask-Upmark.—p. 434, 
Correlation Between Heart and Arm.—Ask-Upmark has 

observed a characteristic arm syndrome in connection with cer- 

tain diseases of the heart, particularly coronary insufficiency, 

which consists of humeroscapular periarthritis, infiltrations of 


Intestine. 
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the palmar aponeurosis and edema of the fingers. The symp- 
toms, unilateral as a rule, may occur together, but the shoulder 
changes and the palmar infiltration are most often present. The 
syndrome is one of the most common complications after a 
heart infarct. In predisposed persons, especially women, a 
cardiac syndrome consisting of palpitations, premature beats 
and oppression may be registered in connection with arm 
movements. 


21:513-568 (March 17) 1944. Partial Index 


Diagnosis and Treatment of Coronary Diseases. V. Mortensen. 
—pp. 457, 
Hospitalstidende 
*Myotonia Atrophica with Special Regard to Mental Changes. E. 
Thomasen.—p. 519. 
Hygiea 


Determination of Gas Exchange in Lungs with Relation to Metabolism 
Together with Hormonal and Vegetative Functions. L. Herlin.—p. 531. 
Myotonia Atrophica and Mental Changes.—Since 1941 

Thomasen has observed 94 patients in nineteen families with 
myotonia atrophica and with cataract in some members. 
Deceased members of the families are also believed to have 
had the condition. Cataract, senile or presenile, may be the 
first manifestation of the disease. Reduced intelligence is the 
most conspicuous psychic change in the disorder. Of the 94 
patients only 20 have fairly normal intelligence. Most patients 
lack initiative and are indolent and carefree. The muscular 
symptoms include myotonia, muscular atrophy and early muscle 
fatigue. Fertility is diminished. Atrophy of the sternocleido- 
mastoid muscle is of differential diagnostic significance. Psy- 
chiatrists, especially in institutions for the feebleminded, should 
keep dystrophia myotonica in mind; it is transmitted by domi- 
nant inheritance, and examination of the patient's relatives will 
usually reveal overlooked or misinterpreted cases. 


21:569-6000 (March 24) 1944. Partial Index 
Hospitalstidende 


*Investigations on Regulation of Respiration During Muscular Work. 
M. Nielsen and E, Asmussen.—p. 573. 

*Oculogyric Instability as Initial Symptom in Multiple Sclerosis. 
Jensen.—p. 580. 

Epidemic Curve for Chickenpox. 


V. A. 
P. Heiberg and H. Petersen.—p. 584. 
Hygiea 


Ten Years’ Work for Standardization of Hospital Equipment. 
p. 585. 


F. Bauer. 


Regulation of Respiration During Suscules Work.— 
Nielsen and Asmussen state that during muscular effort respira- 
tion is probably regulated by reflex impulses from the working 
muscles to the respiratory center which increase the excitability 
of the center to carbon dioxide in proportion to the intensity 
of the work. Sensory nerves are believed to lead the impulses 
to the respiratory center. Hyperventilation in heavy work 
may be due to substances produced in the working muscles 
when the oxygen supply fails. In patients with poorly capil- 
larized muscles or weakened peripheral circulation hyperventi- 
lation may occur on slight physical exertion because of a 
beginning deficiency in the oxygen supply. 

Oculogyric Instability as Initial Symptom in Multiple 
Sclerosis.—Jensen reports that oculogyric instability was estab- 
lished in 70 per cent of 50 patients (23 men, 27 women) with 
multiple sclerosis. It was demonstrable in 12 of the 14 patients 
with duration of the disorder of a year or less. For examina- 
tion of the circumductive leading movement the patient is 
requested to keep his head still and follow attentively with 
the eyes an object, such as the end of a fountain pen, shown 
to him and then made to describe steadily a not too large circle 
about 50 cm. in front of his face. In patients with multiple 
sclerosis, even in the initial stage, the circular movement on 
both sides often proceeds in a series of jerks, and an irregular 
snappy nystagmus occurs every time the eyes reach one or two 
definite points in the path of the object. The second phenome- 
non is bilateral and occurs most often in the upper quadrants 
of the range of vision, but not in the horizontal line or the 
vertical meridian. 
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BOOK 


Book Notices 


Peripheral Nerve Injuries: 
maker, Capt., M. C., A. U 


Principles of Diagnosis. By Webb Hay- 
. S., Neuropathologist, The Army Institute of 
Pathology, Washington, D. C., and Barnes Woodhall, Maj., M. C., 
A. U. S., Chief, Neurosurgical Section, Walter Reed General Hospital, 
Washington, D. C. Cloth. Price, $4.50. Pp, 227, with 225 illustrations, 
Philadelphia & London: W. B. Saunders Company, 1945. 

This is a carefully organized manual which painstakingly 
details the fundamentals of anatomy, physiology and the diag- 
nosis of injuries of the peripheral nervous system. It is short, 
interestingly presented and to the point. It is divided into three 
major sections. In the first section the segmental and periph- 
eral nerve supply of skin, muscles and skeleton are analyzed. 
The authors have crystallized out all that is known with cer- 
tainty and have eschewed the more theoretical and contro- 
versial aspects of innervation. Excellent charts and illustrations 
adapted from Foerster and Bing are included in this section. 
The second section describes the examination of the peripheral 
nervous system. Here are succinctly described all the maneu- 
vers and tricks in the armamentarium of the neurosurgeon. 
The authors discuss in this section all the influences which 
modify the clinical picture of peripheral nerve injuries such as 
pain or associated vascular injuries. This is an important 
factor in diagnosis and is not generally known. In this section 
are numerous line drawings and photographs, graphically illus- 
trating the various technics in the examination of peripheral 
nerve function. The third and last section details the findings 
in injuries of the plexuses and peripheral nerves. Excellent 
anatomic drawings of the involved plexuses and nerves and 
numerous photographs of actual cases are presented. With a 
bare minimum of words the authors describe all that can be 
found when a nerve or plexus is injured. This useful manual 
is an ideal reference book for any one whose practice includes 
injuries of the peripheral nerves. Its clarity and brevity make 
it a valuable item for medical students and general practitioners. 
It is a necessary reference textbook for any army surgeon or 
neurosurgical assistant. The only fault that the book seems to 
have is that it was not published four years ago. 

Fisiologia endocrina. Por Amado Ruiz Sanchez. 


Universidad de Guadalajara. Hospital civil. 
with 166 illustrations. Guadalajara, 1944. 


Tesis de doctorado, 
Tomo Il, Paper. Pp. 416, 


This book is the continuation of one which was previously 
published by the author with the name of “Apuntes de Fisio- 
logia Endocrina.” It deals with the anatomy, embryology, his- 
tology and physiology of the genital organs, thyroids, adrenals, 
pancreas, parathyroids, pineal body and thymus, as well as with 
endocrine abnormalities and with diseases due either to endo- 
crine hypofunction or to endocrine hyperfunction. The pictures 
showing endocrine abnormalities and those of patients with 
endocrine diseases belong to the files of the Endocrinologic 
Department of the Civil Hospital of Guadalajara. The last two 
chapters deal with the correlation between endocrine hormones 
and vitamins and between malnutrition and endocrine diseases 
and also with the chemistry of genital hormones. The final 
section includes 442 references. The book condenses the inter- 
esting panorama of the fascinating subject of endocrinology. 


The Common Cold and How to Fight It. By Noah D. Fabricant, M.D. 
Cloth. Price, $1.50. Pp. 107, with 9 illustrations. Chicago and New 
York: Ziff-Davis Publishing Company, 1945. 

This is a comprehensive statement of what we know and an 
acknowledgment of what we do not know about the common 
cold. It is written for the lay reader and is of interest to the 
doctor because he is so frequently called on to recommend 
books to his patients. This book is interesting, readable and 
reliable. It should be helpful and encouraging to readers, with- 
out arousing false hopes which must only be disappointed later. 

Sobre el caracter epiléptico: La histeria y la histeroepilepsia. Por el 
Dr. José Incolla. Tesis del doctorado en medicina, Universidad de Buenos 
Aires, Facultad de ciencias médicas. Paper. Pp. 65. Buenos Aires, 
1944. 

This thesis for a degree in medicine reviews the diverse 
opinions of some forty-six authors who have discussed the 
problems of epilepsy, hysteria or hysteroepilepsy. The author 
gives case histories of 11 patients with epilepsy and 3 with 
hysteroepilepsy, the latter comprising the number encountered 
in a group of 105 patients diagnosed as epileptic. 


NOTICES 


J. A. M. A. 
Aug. 4, 1945 

Microbes That Cripple. By T. Arthur Turner. 
under the direction of Edward L. Compe 


Pp. 241, with illustrations. Elyria, Ohio: 
Children, Inc., 1944 


Written and illustrated 
re, M.D. Cloth. Price, $2.50. 
National Society for Crippled 


In conception, organization, execution and production this 
book is an outstanding contribution to the literature in medicine 
for the lay reader. It is definitely conceived as a treatise in a 
limited field of bacteriology as indicated by its title, “Microbes 
That Cripple,” and takes in, therefore, the tubercle bacilli, the 
spirochete, poliomyelitis and other viruses, the hemolytic strep- 
tococcus and infectious agents such as gonococci, typhoid bacilli, 
pneumococci and meningococci. More limited mention is made 
of occasional cripplers such as measles, whooping cough and 
influenza. The story of chemotherapy is briefly told, and there 
is an outline on public health, health education and public health 
and disease in wartime. 

The organization of the book is in thirteen chapters, of which 
the first is introductory. The second is a broad outline of “the 
world of microbes.” The third has to do with immunity and 
the fourth with the human body and how infection can cripple 
it. Then follow specific chapters dealing with the various 
organisms. The closing chapter is on chemotherapy and public 
hygiene, and then there are an especially good glossary, an 
excellent bibliography and an adequate index. 

Execution of the idea is excellent by reason of concise and 
sprightly writing and a flair for putting scientific material into 
easily understood English, which is exceptional among wtiters 
for the public. A typical example is the author’s designation 
of the coccus group of organisms “The Berry (Alias Cocci) 
Family,” “Bacilli—The Little Sticks,’ and the flagellated 
organisms, described as “Microbes with Oars.” 

Further to illuminate the manuscript is liberal use of excep- 
tionally fine artwork, in which a number of technics are used, 
including photography, wash-drawings in color, pen and ink 
drawings, and pictograph charts, combinations of pen and ink 
with wash in pictograph charts, cartoons and stylized diagrams. 
Illustrations appear so frequently that it is difficult to turn more 
than two pages without finding illustrative matter, which is 
always clear, often striking and not infrequently amusing as 
well. 

Finally, production is worthy of the excellence of the con- 
ception, organization and execution of this book. Good paper, 
large type, generous margins and clever arrangements make 
this a book which any one might be proud to have in his library. 


An Introduction to Somatic — of Treatment in Psychiatry. By 
William 


Sargant, M.A., M.B R.C.P., Medical Officer, Maudsley 
Hospital, London, and _ Eliot M. A. M.D., M.R.C.P., Medical 
Officer, Maudsley Hospital, London. Cloth. Price, $2.50. Pp. 171, 


with 1 illustration. Baltimore: William Wood & Company, 1944. 


Although the authors are well known in the field of English 
neuropsychiatry, this book leaves the interviewer somewhat 
confused as to its purpose. They are apparently interested in 
setting forth positive and aggressive methods of psychiatric 
treatment. However, one could easily quarrel with their 
premise that most of the advances in psychiatric therapy have 
been along somatic lines. This is set forth in a long intro- 
duction describing the “constitutional approach,” emphasizing 
biologic rather than experimental factors operating in the 
development of behavior disorders. While they pay some lip 
service to a monistic approach, they are definitely dualistic in 
their attitudes and adhere to archaic concepts of psychophysical 
parallelism. Thus we find adjunctive therapy set up as etio- 
logic although the authors admit the empirical nature of most 
of the methods used. They even go so far as to describe them 
s “therapeutic tricks,” as in the use of insulin in the treatment 
of schizophrenic disorders. There are chapters on supposedly 
specific treatment by drugs, convulsions, diet, pyrexial agents 
and surgery. Whenever psychotherapy is mentioned it would 
appear to be dispensed in the same direct positive and even 
aggressive manner. There is no bibliography; and, although the 
descriptions of technic are detailed, the beginner, for whom this 
book was supposedly written, would not find them complete 
cnough to be used as a sole source of reference. The conclusion 
reached is that the authors seem to feel a great need to make 
psychiatry “respectable.” When this is done by aping traditional 
medical approaches nothing new or worth while is added. 
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QUERIES AND 


Queries and Minor Notes 


e. 

THE ANSWERS HERE PUBLISHED HAVE BBEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


PENICILLIN FOR SYPHILIS 

To the Editor:—\ have a patient with a slight touch of recurrent syphilis. He 
had fairly steady treatment for one and a half years consisting of neo- 
arsphenamine for three months followed by bismuth for three months. 
Following this his Wassermann reaction on three occasions was negative. 
A Kahn test several weeks ago gave a 4 plus reaction. He was anxious to 
try penicillin and was able to pay for it, so he was given 2,000,000 units: 
15,000 units intramuscularly every two hours. Should arsenic and bismuth 
be continued a year or more or should we wait six months or so to see what 
his serologic reaction indicates? M.D., Tennessee. 


ANswer.—The treatment of syphilis with penicillin is at the 
moment entirely in the experimental stage. Whether 2,000,000 
units of penicillin given as described would be effective treat- 
ment for the patient in question cannot be determined without 
full and complete data as to what the correspondent means by 
“a slight touch of recurrent syphilis.” Has the patient’s spinal 
fluid ever been tested and, if so, with what results? Does he 
now show any clinical evidence of syphilis and, if so, of what 
sort? What were the blood serologic findings on a quantitative 
rather than a qualitative basis? Since under any circumstances 
the penicillin given must be regarded as experimental, the deci- 
sion as to whether to continue with a year or more of further 
chemotherapy or to wait six months to see what happens is 
largely up to the patient, provided he is properly advised on 
the basis of full information by his physician. It cannot be too 
strongly emphasized that “4 plus” blood tests viewed as isolated 
phenomena are by no means the determining factor in the treat- 
ment of a patient with “a slight touch of syphilis.” 


HYDROCEPHALUS OR SUBDURAL HEMATOMA 

To the Editor:—A boy aged 17 months has an internal hydrocephalus, the 
blockage probably being in the aqueduct of Sylvius. He does not walk or 
talk as yet and except for occasional slight vomiting and slight rises in 
temperature appears to be in good health. At birth his head was of normal 
size and shape, the changes gradually occurring after about the third 
month. What chance has he that a spontaneous arrest might happen? Is 
there any recommended treatment in the meantime? Is early intervention 
advised, such as an attempt to locate and remove the blockage? 


M.D., 


ANswer.—In any enlargement of the head developing about 
the third month after birth, the first indication is to deter- 
mine the presence or absence of a subdural hematoma. This can 
be done by aspirating from the subdural space either through 
the lateral angles of the anterior fontanel or through the coronal 
suture. If a subdural hematoma is present it should be evacu- 
ated surgically. If it is not, and the condition is an obstructive 
hydrocephalus as postulated here, then one would have to know 
the severity of the condition and the rapidity of its progress 
to determine the advisability of surgical intervention. Surgical 
treatment of hydrocephalus in infants, whether it is of the 
obstructive or of the communicating type, is not satisfactory. 
Obstruction of the aqueduct of Sylvius can be treated either 
by a third ventriculostomy or by a Torkildsen operation in 
which a catheter is passed from the lateral ventricle to the 
cisterna magna extracranially. Some cases of hydrocephalus do 
undergo spontaneous arrest. The percentage of this happening 
could be determined only if additional details were known. It 
would be wisest to have the child examined by a competent 
neurologic surgeon, who could best determine the course to 
follow in the future. 


VITAMIN K AND BILE SALTS IN HEPATOMEGALY 
To the Editor:—I\s the daily administration of 1 to 6 mg. of vitamin K 
combined with bile salts of value in relieving congestion of the enlarged 
cirrhotic liver which is due to long standing congestive heart failure? 


M.D., Indiana. 


ANSWER.—Clinical or experimental evidence ieading to the 
expectation that the administration of bile salts combined with 
vitamin K would have any effect in reducing a hepatomegaly 
secondary to heart failure has not been found. Vitamin K is 
known to be necessary to the proper formation of prothrombin 
and, since the naturally occurring vitamin is fat soluble, bile 
salts are necessary for its absorption 
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ASPIRATION OF SECRETIONS DURING LUNG SURGERY 
To the Editor:—Reports on pneumonectomy and lobectomy for tuberculosis 
(Overholt, R. H., and Wilson, N. J.: Am. Rev. Tuberc. 51:18 ([Jan.] 
1945) stress the fact that contralateral spread of infection remains the 
greatest hazard the surgeon has to face. The same problem exists in 
resection for bronchiectasis and lung abscess, perhaps to a lesser degree. 
Presumably the spread of infection occurs as the result of transbronchial 
aspiration of pus expressed from the diseased lung by the surgeon’s 
manipulation while the patient has a depressed or absent cough reflex 
due to the anesthesia. Could this be prevented by introducing, prior to 
operation, a bronchospirometer tube of the type used by physiologists in 
measuring the function of the separate lungs? As | understand it, these 
tubes have a cuff which can be inflated ‘to seal off the separate major 
bronchi. This should prevent the transtracheal passage of pus; pus 
accumulating in the trachea could be aspirated before the broncho- 
spirometer tube is removed. The tube could serve for administration of 
anesthesia, the anesthesia to be given endobronchially instead of endo- 


tracheally. This seems like such an obvious notion that | suppose it has 
been tried. If so, how did it work out? If it hasn’t been tried, would 
it work? 


Winsor Chase Schmidt, M.D., Rye, N. Y. 


ANSWER.—Various arrangements of inflatable balloons around 
intratracheal or intrabronchial anesthesia tubes have been used 
but have largely been abandoned for one or more of the follow- 
iyg reasons, some of which are theoretical: 1. The difficulty 
of placing the balloon or balloons exactly where they must be 
placed in order to accomplish their purpose is great, as are the 
dangers of misplaced balloons. 2. The anesthesia tube used for 
intrabronchial intubation of the lung not being operated on is 
too small to permit the free passage of an aspirating catheter 
of sufficient size to remove thick secretions. Direct suction on 
the anesthesia tube while the bronchial lumen around the tube 
is completely occluded by a balloon tends to empty the lung of 
air and produce acute atelectasis, which might be quickly fatal. 
3. A single balloon used to occlude the lowermost trachea and 
the proximal ends of both main bronchi (the anesthesia tube 
being placed in the bronchus of the lung not being operated on) 
may bulge into the bronchus that is to be divided during a 
total pneumonectomy and be cut when the bronchus is divided, 
thereby exposing the bronchi of the opposite jung to being 
suddenly flooded by the secretions that had been dammed back 
while the balloon was intact. Apart from the possibility of 
this accident, a slight accidental upward displacement of the 
balloon at any time before the lung has been removed would 
result in the aspiration of the infectious secretions from the 
diseased into the undiseased lung. 4. When two balloons and 
two catheters are used, as for bronchospirometry determinations, 
one catheter and one balloon are introduced into a main bron- 
chus; the other catheter ends in the lower trachea, and both 
catheters are surrounded by a balloon which is used to occlude 
the trachea. The lung to be removed is the one in which the 
intrabronchial catheter and balloon have not been placed. The 
tube ending in the trachea is too small for the passage of an 
aspirating catheter and, as this tube, which is surrounded by 
the inflated balloon, cannot be moved about, direct suction on 
it removes only those secretions that happen to lie at its orifice ; 
therefore some secretions almost inevitably collect in the lower- 
most trachea proximal to the sutured bronchial stump and these 
secretions may be aspirated into the remaining lung after the 
intrabronchial balloon has been deflated. The double tube, 
double balloon apparatus can be used only for a right sided 
pneumonectomy because, if the anesthesia tube and_ balloon 
should be introduced into the right bronchus the balloon would 
occlude the upper lobe bronchial orifice, which arises just below 
the level of the bifurcation of the trachea (the left upper lobe 
bronchus arises about 3 cm. below the bifurcation). If the 
intrabronchial tube should be introduced into the bronchus of 
the lung (either left or right) to be removed while anesthesia 
was maintained by means of a separate intratracheal tube with- 
out a balloon, the intrabronchial tube and its surrounding bal- 
loon would be divided when the bronchus was divided after a 
clamp had been placed distal to the site of intended division; 
such a maneuver would prevent the flooding of the trachea and 
opposite lung by secretions from the diseased lung. The occlu- 
sion of the bronchi of the diseased lung would, however, prevent 
the deflation of the lung that is necessary in order to permit 
the surgeon to reach the hilar structures, unless the air in the 
lung was rapidly absorbed by the blood. 5. With regard to 
lobectomy, the anatomic arrangement of the lobar bronchial 
orifices in relation to the main bronchi is such that a balloon 
cannot be placed so as to block the secretions from one lobe 
without the balloon’s occupying the part of the bronchus that 
should be surgically divided. If, in preparation for removal of 
the right lower lobe, the balloon should be placed in the inter- 
mediate bronchus proximal to the apical bronchus of the lower 
lobe, infectious secretions from the lower lobe would be free 
to pass into the middle lobe. If both the lower and middle 
lobes are to be removed, the balloon should not be placed in 
the intermediate bronchus because this should be divided just 
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distal to the upper lobe orifice. 6. Miscellaneous objections to 
the use of an inflated balloon include (a) accidental rupture of 
the balloon followed by flooding of the trachea and aspiration 
into the undiseased lung, (>) rupture of the trachea or a 
bronchus by the inflated balloon and (c) the formation of an 
obstructing false membrane on the tracheal or bronchial mucosa 
as a result of the prolonged pressure by the inflated balloon, 
this danger being especially great in children. 

Because of the many objections to attempts to prevent aspira- 
tion of infectious secretions into undiseased portions of the lung 
or lungs by means of inflated balloons, the great majority of 
thoracic surgeons and anesthetists now use a simple intra- 
tracheal tube through which a sufficiently large catheter can be 
introduced for the aspiration of secretions from the trachea and 
bronchi. The placing of the patient in the Trendelenburg posi- 
tion has an important influence in causing secretions that are 
not reached by the aspirating catheter to flow by gravity to the 
pharynx, passing between the intratracheal tube and the larynx. 


ERYTHEMA MULTIFORME BULLOSUM 

To the Editor:—A white woman aged 45 has had erythema multiforme 
bullosum for seventeen years. The bullae appear on the feet and legs dnd 
are especially prevalent in the mouth. At times it becomes impossible for 
her to talk or eat because of the soreness of the mouth. All symptoms 
are promptly relieved for three months by a single injection of arsenicals. 
However, she has developed a great sensitivity to all arsenicals with shock- 
like symptoms, numbness of the extremities, projectile vomiting and sub- 
sternal pain. Arsenicals used throughout the seventeen years have included 
arsphenamine, neoarsphenamine, oxophenarsine hydrochloride and bismarsen. 
Fowler’s solution in dosage more than 2 drops causes nausea. Can you 
give me any suggestions as to alternative treatment or methods of desen- 
sitizing to arsenicals? M.D., Wisconsin. 


Answer.—If this patient, who has evidently developed a sen- 
sitization to arsenicals, has not had any calcium, it would be 
well worth trying. Although the bullous form of erythema 
multiforme is often more obstinate than the usual type, calcium 
intravenously in the form of the calcium gluconate or calcium 
levulinate is eften helpful. In numerous instances the use of 
calcium in the early stages has apparently aborted the attack 
of erythema multiforme and lessened the frequency of attacks. 
This woman might be given an intravenous injection of calcium 
at the first sign of symptoms. This can, of course, be repeated 
daily three or four times if it seems advisable. There is no 
satisfactory method of desensitization to arsenicals. The cause 
of an erythema multiforme bullosum is not known, and calcium, 
like arsenic, has been found empirically to be useful in certain 
cases. 


HEAT TREATMENT OF ADHESIONS— 
DRY AND MOIST HEAT 

To the Editor:—in a patient with postoperative intraperitoneal adhesions when 
it is desirable to apply heat once daily over a period of months, | have 
been accustomed to order a hot moist abdominal pack, with an overlying 
hot pad, for an hour or so nightly; this is a cumbersome procedure. Do the 
authorities think that dry heat from an infra-red lamp or from any other 

convenient form of dry heat is as effective as is moist heat? 

M.D., Missouri. 


ANSWER.—Satisfactory evidence is not available that any 
form of heat applied to the abdomen is of value in the treat- 
ment of postoperative intraperitoneal adhesions. 

The heat obtained from infra-red lamps, radiant heat lamps 
and electrically heated pads is not the same as that obtained 
from hot compresses. Clinically the results frequently differ, 
the hot compress proving to be more effective than the “dry” 
methods of heating in the treatment of some conditions. Lamps 
produce heat which is conversive, convective and conductive. 
The surface of the skin to which the radiation is applied is 
exposed to the motion of the air of the room. The heat pro- 
duced by hot compresses is conductive—and the surface to which 
it is applied is protected from environmental influences. 


DYSMENORRHEA WITH CLOTS 

To the Editor:—A woman aged 25, single, has suffered severe dysmenorrhea 
associated with scanty flow. The menstrual flow consists largely of both 
large and small clots. A headache of a migraine nature usually is 
present. How can these large clots be prevented? M.D., 


ANSWER.—There is no satisfactory way of preventing clot 
formation during the menses except by curettement, and even 
this procedure is far from being a specific remedy. Neverthe- 


less if the curettement is preceded by a thorough dilation of 
the cervix it may not only prevent the formation of clots but 
also relieve the patient’s dysmenorrhea, at least temporarily. 


QUERIES AND MINOR NOTES 


J. A. M. A. 
Aug. 4, 1945 


TOXICITY OF CALCIUM 

To the Editor:—\s there a good clinical basis for the warning that calcium 
lactate is contraindicated in old age? This warning appears on a label 
and refers to compressed tablets of calcium lactate 10 grains (0.65 Gm.). 
Is there a definite contraindication for a high calcium diet for the aged? 
If so, what about attributing the longevity of certain Bulgarian or Balkan 
peoples to their consuming liberal amounts of soured milk, which, along 
with acidophilus bacilli, is rich in calcium? 


Frederick G. Murray, M.D., Cedar Rapids, lowa. 


Answer.—The toxic effects from calcium differ according to 
the route of administration. Intravenous administration should 
be performed with care, as large or rapid injections may cause 
acute lowering of the blood pressure and paralysis of the heart 
and respiration. Such an effect would be more serious in older 
people. In view of its synergism with digitalis, it is dangerous 
to inject calcium solutions into digitalized patients. Winkler has 
pointed out the possibility that a heart predisposed to ventricular 
fibrillation may respond in this way in an occasional case to an 
ordinarily innocuous concentration of calcium. Sollmann states 
that the toxic effects of calcium salts occur only with parenteral 
administration. The absorption of orally administered calcium 
depends on the pu of the contents of the gastrointestinal tract. 
Serious elevation of serum calcium does not occur even under 
the most favorable conditions for absorption unless an excess 
of vitamin D or parathyroid hormone is present. Overdosage of 
these may raise the serum calcium to abnormally high levels 
and result in metastatic calcification and other toxic effects. 
The same factors are involved in the use of a high calcium diet. 
Robertson concludes that overdosage of calcium by diet alone 
cannot exist in the normal adult population, since excess calcium 
is excreted in the feces. His findings indicate no difference in 
calcium balance in older people as compared to younger adults. 
Laboratory experiments on rats show a slight increase in lon- 
gevity from a lifetime limited increase in the calcium content 
of the diet. The possible clinical significance of these experi- 
ments has not been determined. 

There are no satisfactorily controlled studies which prove 
that sour milk or “acidophilus milk” has a favorable effect 
on longevity. The favorable clinical results (gastrointestinal) 
reported for “acidophilus milk” have been obtained only when 
living organisms have been present. Thus, it is unlikely that 
the beneficial effects usually claimed are related to the calcium 
content. 
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GLASS AMPULES 

To the Editor :—In the operation of our various clinics we have need of and 
use a great number of glass ampules. Observing the careless manner in 
which some doctors and nurses break these ampules | am wondering what 
effect would result if the following hypothetical conditions prevailed: If 
glass particles are left in the intravenous solution could they pass through 
a hypodermic needle of 20 gage capacity? If by chance a small particle of 
glass did enter the lumen of the vein and get into the circulatory system, 
what harmful effect might accrue? How could an insoluble particle like 
glass escape out of the circulation and what would be its probable final 
disposition? Some ampules have a constriction in the neck which simplifies 
smooth breakage. Others have a sloping neck which makes it practically 
impossible to prevent shattering of the glass. What precautions would be 
advisable to offset these difficulties? M.D., Texas. 


ANnswer.—There is little doubt that fine glass particles are 
frequently injected intravenously. The final disposition of the 
particles probably varies greatly. There is some evidence that 
the liver capillaries are smaller or less distensible than those 
of other parts of the body and consequently one would expect 
foreign bodies to be walled off in the liver tissue in most cases. 
Reasonable care in drawing solutions for intravenous injection 
into the needle should be observed, but there are no other par- 
ticular precautions which can be exercised. Pethaps ampules 
made of plastic or glass with a plastic closure will be avail- 
able at some future time. Considering the vast number of intra- 
venous injections made with materials contained in glass 
ampules without evidence of harmful effect, there would scem 
to be litle practical danger from this procedure. 
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